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PROTECTING OUR CHILDREN’S MENTAL 
HEALTH: PREVENTING AND ADDRESSING 
CHILDHOOD TRAUMA IN INDIAN COUNTRY 


WEDNESDAY, NOVEMBER 19, 2014 

U.S. Senate, 

Committee on Indian Affairs, 

Washington, DC. 

The Committee met, pursuant to notice, at 2:30 p.m. in room 
628, Dirksen Senate Office Building, Hon. Jon Tester, 
Chairman of the Committee, presiding. 

OPENING STATEMENT OF HON. JON TESTER, 

U.S. SENATOR FROM MONTANA 

The Chairman. I will call this hearing of the Senate Indian Af- 
fairs Committee to order. 

This will be my last hearing as Chairman, hopefully for the short 
term, but the bottom line is I just want to thank the staffs of both 
the Majority and Minority for the work they have done. 

We would not get a lot done around here if it wasn’t for our 
staffs. I just want to say I appreciate their commitment to Indian 
Country. 

It has been great in my short tenure as Chairman of this Com- 
mittee to be able to get around and see some of the challenges out 
there. As was pointed out to me when I was first elected to the 
United States Senate, the challenges in Indian Country are many. 
There are so many that it really does take a bipartisan effort to 
get those solved. 

I think this Committee has worked traditionally in a fairly good 
bipartisan way. We have some opportunities during this lame duck 
to get some stuff done for Indian Country and hopefully that will 
happen. Whether it is in the area of health, water, housing, police 
protection or whatever, these are very important issues. 

To get down to the business at hand, I have been able to spend 
some time in Indian Country speaking with tribal leaders, hearing 
from concerned tribal members, and visiting celebrations and cere- 
monies that keep Indian Country alive and vibrant. 

I must say I have enjoyed the time I spent in those communities. 
The diversity of Indian Country and the value that Indian Country 
places on its children to protect them and helping them to become 
future leaders for their people. 


( 1 ) 
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It is often said that children are our most precious resource. No- 
where is this more visible than in tribal communities I have vis- 
ited. 

Yet, some disturbing realities persist. Studies show that Native 
children suffer from high rates of trauma, abuse and exposure to 
violence. They grow up in poverty at levels much higher than our 
non-Native counterparts. These children are exposed to a cycle of 
trauma that I think we need to address together to break. 

Earlier this week, the Department of Justice released a report 
entitled Ending Violence So Children Can Thrive, which outlined 
recommendations for addressing children exposed to violence. This 
report represents tireless research and work in the field of pre- 
venting childhood trauma and promoting resiliency in early child- 
hood. 

Both are crucial to building strong communities. Both will be 
vital in the future of our Native children. It is precisely reports like 
this with recommendations from tribal people that we need to see. 

However, as we know all too well, it is more than words on paper 
that our children need. We need to turn these recommendations 
into actions, put safeguards in place for our most vulnerable com- 
munity members. 

There are tremendous studies on brain research, some of which 
we will hear about today, that show us how a child’s brain develop- 
ment, social and emotional development are compromised when 
there are repeated and significant instances of fear, neglect and 
anxiety. 

A 2008 report by the Indian Country Child Trauma Center cal- 
culated that Native youth are two-and-a-half times more likely to 
experience trauma when compared to their non-Native peers. This 
is preventable. 

We have the power to ensure our children grow up in safe and 
supportive environments. We have the power to help support 
healthy and appropriate development and make it possible for our 
children to thrive. My hope is that is our focus today. 

We have heard what is wrong. Now we need to hear what we 
need to do to make it right, what we need to do to make it right 
by our children. That should be the most important question we 
ask and that is the question I know hard working folks in Indian 
Country are asking themselves every day. 

I look forward to this hearing from the Administration, education 
and tribal leaders who are here today about how issues of child- 
hood trauma impact their respective agencies and communities and 
what we, as policymakers, can do better to help protect and pro- 
mote resiliency among our Native children. 

As many of you have noticed, we originally scheduled two panels 
but we have one now because we have a vote a number of votes 
at 3 o’clock. We shortened the time frame to be able to give us a 
few more minutes for questions. 

With that, I would be remiss if I did not recognize the Vice 
Chairman, with whom it has been a pleasure to serve with over the 
past almost a year. With that, you can give your opening state- 
ment, Senator Barrasso. 
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STATEMENT OF HON. JOHN BARRASSO, 

U.S. SENATOR FROM WYOMING 

Senator Barrasso. Thank you, Mr. Chairman. 

I just want to say how much I appreciate your leadership. You 
have heen committed to Indian issues your entire career in the 
Senate, even more so as Chairman. The Montana tribes have bene- 
fitted greatly from your work. 

I want to thank you for your work and ask you all to join me 
in thanking the Chairman as this is his final hearing. 

I also want to tell you that I appreciate you holding this hearing. 
I agree with your very thoughtful comments. 

According to the Indian Health Service, childhood trauma is dis- 
proportionately experienced by Indian children. The reasons are 
multi-factorial, related to recurrent abuse, accompanied with high 
incidences of alcohol and drug abuse, suicide, violence and accord- 
ing to substance abuse and mental health services of the Adminis- 
tration, the death of family members can also be a significant cause 
of childhood trauma. 

These factors are particularly acute on the Wind River Reserva- 
tion in Wyoming. The Indian Health Service has informed this 
Committee that the average age of death on the Wind River Res- 
ervation in Wyoming is 49 years of age. 

Alcohol-related injuries have been cited by the Indian Health 
Service as a significant contributing factor for the premature death 
rate. This is a sensitive matter and one that will require active 
participation from multiple disciplines and agencies to address. 

The Attorney General has established an advisory committee to 
his Task Force on American Indian and Alaska Native Children 
Exposed to Violence. The advisory committee was charged with ex- 
amining this exposure to violence and providing recommendations 
on how to address the issue. 

Yesterday, the advisory committee issued its policy recommenda- 
tions to the Department of Justice so I look forward to examining 
how those recommendations will address and prevent trauma to In- 
dian children. 

I want to thank the witnesses and look forward to your testi- 
mony. 

Thank you, Mr. Chairman. 

The Chairman. Thank you. Senator Barrasso. 

Are there other opening statements? Senator Cantwell. 

STATEMENT OF HON. MARIA CANTWELL, 

U.S. SENATOR FROM WASHINGTON 

Senator Cantwell. Thank you, Mr. Chairman. 

I too want to applaud your leadership. As Chairman of this Com- 
mittee, you have certainly worked to improve economic opportuni- 
ties, schools and obtain greater access to health care for tribal com- 
munities. 

We certainly will look forward to working with you in the new 
Congress in your capacity to continue to work on these issues. 

I certainly come to this hearing with still a heavy heart but am 
very thankful that you are having this hearing. As many know, 
Washington State suffered a devastating tragedy last month at the 
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Marysville Pilchuck High School that took the lives of five stu- 
dents, including the shooter. 

Three of those shooting victims were members of the Tulalip 
Tribe of Washington. Across Washington and across tribal commu- 
nities, we continue to mourn this incredible tragedy. 

We will never know what exactly led to this senseless violence 
but it is a deadly and urgent reminder that we must do more to 
ensure the mental health system can help diagnose and treat 
young people when they need help. 

The Marysville shooting is tragic proof of an alarming statistic. 
According to the Department of Justice, assaults, homicide and sui- 
cide account for 75 percent of the deaths of American Indians and 
Alaska Natives between the age of 12 and 20 . This is unacceptable. 

A robust mental health infrastructure is one key piece necessary 
to prevent these tragedies in the future. To that end, I would like 
to hear from the panelists how we can better integrate mental 
health and primary care services to make sure young people are 
not just turned away when they seek care. 

The State of Washington is revamping its Medicaid delivery sys- 
tem to merge behavioral health and primary health care services 
by 2020. I would like to know what the Indian Health Service is 
working on to also integrate those kinds of behavioral health and 
primary care. 

Unfortunately, data on the issues of psychiatric services avail- 
able in Indian Country and data on the shortage are not widely 
available but a recent survey from Indian Health Services found 
there were only 950 psychiatric beds to serve all tribal communities 
across the United States of America. 

We have to do better, Mr. Chairman. Thank you so much for this 
important hearing. 

The Chairman. Are there other opening statements? Senator 
Begich? 


STATEMENT OF HON. MARK BEGICH, 

U.S. SENATOR FROM ALASKA 

Senator Begich. Mr. Chairman, I want to thank you for having 
this important hearing. 

To Verne, thank you for being here all the way from Alaska. We 
appreciate it. Hopefully we will hear some positive and encouraging 
testimony on what we can do better. 

Mr. Chairman, this is going to be my last meeting also in a dif- 
ferent way. I just want to say thank you and also to Senator Akaka 
who was here originally when I came and Senator Cantwell who 
chaired this Committee. 

We did a lot of work on Alaska issues, the Nation’s First People 
issues and spent a lot of time in this Committee talking about the 
importance of a variety of issues that are important, not only to 
Alaska, but really across the country. It has been an honor to be 
here. 

As mentioned, the Attorney General’s Advisory Committee on 
American Indian and Alaska Native Children Exposed to Violence, 
that important report has now been released. It has incredible in- 
formation for us, including the work by Val Davidson, Bethel and 
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many others who have spent the time to help us understand what 
more we can do. 

Mr. Chairman, I want to thank you for helping to move forward 
one piece of legislation, our Safe Families and Villages Act, some- 
thing I worked on for the last six years. We were trying to get 
unanimous consent. I understand on the Democratic side there is 
not a problem but on the Republican side, there is. 

We have redrafted and hopefully the Republicans will look at 
this. We have streamlined it and hope to again hotline a different 
version tonight that streamlines it and resolves the concerns that 
the Republicans have on this issue. 

It is an important piece. When we passed VAWA, Alaska Native 
people were left out. All we want to do is fix it for Alaska Native 
people. That is all. 

Half the tribes of the Nation are from Alaska, not by population 
but by tribes. It just seems fair that we want to fix it for all first 
people of this country, not just the lower 48. 

Even though I would prefer a more robust Safe Families and Vil- 
lages Act, we have streamlined it and cleaned it up to meet, I be- 
lieve, the minority’s objections. Hopefully they will see it tonight 
and agree to hotline it as it is an important piece for Alaska. 

Let me also say, Mr. Chairman, the work that is still ahead of 
this Committee I will not be a part of obviously, but it is enormous. 
The first people of this country, from Alaska Natives to the first 
people of the lower 48 and Hawaiian Natives are important. Many 
times they are forgotten in the issues with which we deal with. 

Sometimes we pass great legislation and then forget there are 
also the first people who are touched by what we do. I would en- 
courage this body as they move forward that not only is it impor- 
tant to discuss these issues here in this Committee, but as we talk 
on the floor of the Senate and other committees we sit on, that we 
discuss the importance of the first people of this country. 

Again, I am hopeful that the one remaining piece I think would 
create equity for Alaska Native people will hopefully be resolved to- 
night. We will see. 

I want to thank the Chairman and lastly, all the staff. The staff 
does incredible work for us. Sometimes we get to say all kinds of 
stuff in this forum but at the end of the day, it is the people who 
sit on the walls behind us that do an enormous amount of work 
and make sure the issues we care about are brought to the fore- 
front and also help us make sure we get bipartisan support to get 
things done. 

Mr. Chairman, I want to thank you for the opportunity and past 
chairmen who have been here and given me the chance to talk 
about Alaska issues. 

Thank you. 

The Chairman. Senator Begich, I would just say you and I serve 
on a lot of the same committees in the United States Senate. I just 
want to thank you for all your work and dedication, especially to 
Indian Country. Bringing the Alaska perspective has been critically 
important as we look to serve all our Native American challenges. 

Are there other opening statements? Senator Murkowski. 
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STATEMENT OF HON. LISA MURKOWSKI, 

U.S. SENATOR FROM ALASKA 

Senator Murkowski. Thank you, Mr. Chairman. 

I apologize that I was not able to hear not only the other state- 
ments from colleagues but particularly that of my colleague from 
Alaska. 

I want to take this opportunity to thank him for his leadership 
on these issues that we both agree are critically important to the 
Native people of our State and not just the Native people of our 
State because I think we recognize that our Alaska Native commu- 
nities really represent what is the heart of Alaska. 

We see that come together at the annual convention and at the 
Alaska Federation of Natives. We see it when we are out in the vil- 
lages, villages that I think face some of the most difficult living 
conditions anywhere in this country. 

When you look at the cost, when you think of the environment 
and the social factors that are against them, yet there is resilience, 
a strength and a beauty in these people that is to be celebrated. 

I appreciate the efforts that he has made on so many of these 
issues, working together and talking about the Safe Families and 
Villages Act, something that we have been working on for a period 
of years and our staffs have shared initiative on that. 

He mentioned that there has been resistance on the Republican 
side of the aisle. That is correct. There are those who have waited 
to hear the comments coming back from the Department of Justice 
on this. We are still waiting on that. It has made it complicated. 

I have committed to him, as I have committed to Alaskans, that 
one of the things we can do most certainly at this point in time is 
to repeal Section 910 of VAWA, absolutely Alaska-specific there, 
but I think an effort that goes a long way in ensuring that there 
is a level of equity for some of the most vulnerable. 

We will certainly work on that and I am happy to take a look 
at the streamlined version that he just mentioned. 

I also want to acknowledge the work of Senator Heitkamp. The 
hearing we are having today focusing on the mental health needs 
of our children within Indian Country, the leadership that has been 
demonstrated focusing on our Native children in the lower 48 as 
well as Alaska Natives, I think has stepped up the review to a 
point I have not seen in the 12 years I have been serving on this 
Committee. 

I think it is because of the doggedness of the Senator from North 
Dakota in focusing on this. I am pleased that we have been able 
to move forward the Children’s Commission. 

We see too clearly in the statistics the impact of child abuse, of 
neglect, of trauma and see that not only with the children but as 
these children grow to be contributing members of society, to be- 
come parents and knowing that trauma is not limited to that in- 
stance and how that ripples across our families and across our com- 
munities. 

We have some very, very troubling statistics in Alaska. Our Alas- 
ka Native Tribal Health Consortium Epidemiology Center has esti- 
mated that 75 percent of Alaska Native people have experienced 
adverse childhood experiences. 
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Senator Begich was with us in Fairbanks last year at the AFN 
convention when a group of young people from the village of 
Tanana took to the center stage of a convention of 4,000-5,000 peo- 
ple and basically said, we have had enough. We are tired of adults 
who are abusive, we are tired of the drinking, we are tired of the 
drugs, we are tired of adults who are not role models, and we are 
tired of the violence. 

When it takes our young people to shame the grownups into ac- 
tion, we darned well better be paying attention. I thank those who 
have joined us, those who have traveled far. Ms. Boerner, thank 
you. 

I also recognize we are going to have a whole series of votes. I 
don’t know how we are going to get through this critically impor- 
tant hearing and get all the information out on the table but I 
thank you for having it, Mr. Chairman. 

The Chairman. Thank you. 

Senator Heitkamp. 

STATEMENT OF HON. HEIDI HEITKAMP, 

U.S. SENATOR FROM NORTH DAKOTA 

Senator Heitkamp. Very quickly, none of us can escape the sta- 
tistics. They are out there every day. Now we have the most recent 
report but very few of us have lived those statistics. 

I have met people who have. The President has met people who 
have. People on this Committee have met the living and breathing 
examples of those statistics. 

If we, the powerful government of the United States, cannot pro- 
tect the poorest, most disenfranchised and most vulnerable of all 
people, then we are not worthy of the seats we are sitting in. We 
are not worthy of where we are right now. 

This will be our unending commitment. I want to thank my good 
friend. Senator Murkowski from Alaska, for sharing this burden 
with me. I came here knowing this was going to be among my high- 
est priorities because I have seen the faces of those statistics and 
they will haunt me. They haunt anyone who really opens their 
eyes. 

What you do is so important. I know the trauma you experience 
as first responders. I know that trauma because I have seen it. 
Thank you because you share that burden every day and you share 
the love for children. Hopefully you will share with us the solutions 
today. 

Thank you so much. 

The Chairman. Senator Franken. 

STATEMENT OF HON. AL FRANKEN, 

U.S. SENATOR FROM MINNESOTA 

Senator Franken. I want to associate myself with all the state- 
ments I have heard so far and thank Senator Begich. 

I want to hear your testimony. I am sorry because of the votes, 
I would like to have this hearing again because I know we are not 
going to be able to do questions and answers. I will submit ques- 
tions for the record but I want to get to your testimony. 
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I just want to associate myself with the three Senators I just 
heard and especially thank Senator Begich for his service and his 
friendship. 

The Chairman. Thank you, Senator Franken and thank you all 
for your statements. 

I don’t know how this is going to work. We are going to listen 
to your opening statements and if we are pulled away, we may try 
to roll it for a while. Sometimes that works, sometimes it does not. 
We will see how it goes and see if we can get some Q and A in. 
Otherwise, the questions will he put forth in the record. The ques- 
tion will he in writing for you to answer at a later point in time 
and we will get them as part of the record. 

I want to welcome our panelists. First, we have Robert L. 
Listenhee Jr., Administrator, Office of Juvenile Justice and Delin- 
quency Prevention, U.S. Department of Justice. I also want to wel- 
come hack a friend of the Committee, Dr. Yvette Roubideaux, Act- 
ing Director, Indian Health Service. 

We have Kana Enomoto, Principal Deputy Administrator, Sub- 
stance Abuse and Mental Health Services Administration; Rick van 
den Pol, Director and Principal Investigator, Institute of Edu- 
cational Research and Service, The University of Montana. This in- 
stitute houses the National Native Children’s Trauma Center and 
I want to thank you for traveling a distance to be here, Rick. Fi- 
nally, we welcome Ms. Verne Boerner, President and CEO, Alaska 
Native Health Board in Anchorage, Alaska. Talking about a trip to 
come see us, thank you very much, Verne. 

I would remind the witnesses to try to keep your testimony to 
five minutes and know that your full written testimony will be a 
part of the record. 

We will start with you, Robert. 

STATEMENT OF HON. ROBERT L. LISTENBEE JR., 

ADMINISTRATOR, OFFICE OF JUVENILE JUSTICE AND 

DELINQUENCY PREVENTION, U.S. DEPARTMENT OF JUSTICE 

Mr. Listenbee. Thank you, Mr. Chairman. 

Chairman Tester, Vice Chairman Barrasso, and other distin- 
guished members of the Committee, I want to thank you for the op- 
portunity to discuss childhood trauma in Indian Country. 

The Department is committed to working with American Indian 
and Alaska Native communities and our partners to implement evi- 
dence-based approaches to preventing and addressing childhood 
trauma. 

As the Administrator of the Office of Juvenile Justice and Delin- 
quency Prevention at the Department of Justice, Office of Justice 
Programs, I oversee programs that provide direct assistance and 
services to American Indian and Alaska Native youth. 

We work closely with tribal leaders, tribal elders and organiza- 
tions to develop programs that take into account Native culture 
and practice. 

Prior to my appointment as the OJJDP Administrator, I served 
as a public defender and trial lawyer for nearly 30 years and dedi- 
cated myself to seeking justice for youth involved in the juvenile 
justice system. 
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I represented hundreds of children and learned that many of the 
youth entering the juvenile justice system were likely exposed to 
some form of violence as children. More than 60 percent of kids in 
America encounter some form of violence, crime or abuse ranging 
from brief encounters as witnesses to serious violent episodes as 
victims. 

As co-chair of the Attorney General’s Task Force on Children Ex- 
posed to Violence, in 2012, the task force issued a final report con- 
taining comprehensive policy recommendations aimed at reducing 
children’s exposure to violence and enhancing resiliency among af- 
fected children. 

One of the primary recommendations was the establishment of a 
separate task force to address the significant problem of children’s 
exposure to violence in American Indian and Alaska Native com- 
munities, recognizing the unique government-to-government rela- 
tionship between the United States and tribes. 

The Attorney General’s Task Force on American Indian and 
Alaska Native Children Exposed to Violence, created in 2013, con- 
sisted of two components, the advisory committee and Federal 
working group. The department just received the recommendations 
from the advisory committee this week. 

The advisory committee, co-chaired by Senator Byron Dorgan 
and Ms. Joanne Shenandoah, held four hearings including one held 
in Anchorage, Alaska, and six listening sessions nationwide. 

They learned that American Indian and Alaska Native children 
experience various types of trauma at higher rates than other chil- 
dren, trauma that ranges from physical abuse as witnesses and vic- 
tims to sex trafficking. 

Alaska Natives are disproportionately affected by violent crime 
and their children are therefore disproportionately exposed to that 
violence. This difference can be attributed to vast regional dis- 
tances across the State, geographical isolation, extreme weather, 
exorbitant transportation costs and lack of economic opportunity 
and access to resources. 

Compounding these high rates of violence is historical trauma, a 
cumulative emotional and psychological wounding over the life 
span and across generations. 

The advisory committee discovered that some tribes and urban 
Indian organizations have found ways to incorporate tradition and 
develop resources to protect their children from harm and help 
them heal. The integration of traditional healing practices into 
mental health prevention and treatment for Native children is es- 
sential. 

In 2010, the Department of Justice launched its Coordinated 
Tribal Assistance Solicitation in direct response to tribes seeking a 
more streamlined, comprehensive grant process. CTAS gives tribes 
the flexibility needed to better address their criminal justice and 
public safety needs and funds initiatives such as the tribal youth 
programs. 

In fiscal year 2014, the department awarded CTAS grants to 169 
American Indian tribes, Alaska Native villages, tribal consortia 
and tribal designees. As part of the Attorney General’s Defending 
Childhood Initiative, OJJDP funded initiatives in the Rosebud 
Sioux Tribe in South Dakota and the Chippewa Cree Tribe at the 
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Rocky Boy Reservation in Montana. I describe these projects in my 
written testimony. 

OJJDP is also funding efforts to enhance the capacity of tribal 
healing to wellness courts to respond to alcohol-related issues of 
tribal youth. 

The National Institute of Justice in partnership with OJJDP and 
OJP’s Office of Victims of Crime is funding an effort to more effec- 
tively assess exposure to violence and victimization in American In- 
dian and Alaska Native communities. 

Mr. Chairman, I appreciate the opportunity to appear before you 
today and I am prepared to respond to any questions you may 
have. 

[The prepared statement of Mr. Listenbee follows:] 

Prepared Statement of Hon. Robert L. Listenbee Jr., Administrator, Office 
OF Juvenile Justice and Delinquency Prevention, U.S. Department of Justice 

Introduction 

Chairman Tester, Ranking Member Barrasso and other distinguished members of 
the Committee, thank you for this opportunity to discuss childhood trauma in In- 
dian Country. As Administrator of the Office of Juvenile Justice and Delinquency 
Prevention (OJJDP) at the Department of Justice’s Office of Justice Programs 
(OJP), I oversee programs that provide direct assistance and services to American 
Indian and Alaska Native youth. We work closely with tribal elders, tribal leaders 
and organizations to develop programs that take into account Native culture and 
practice. 

Prior to my appointment as the OJJDP Administrator, I served as a public de- 
fender and trial lawyer for nearly 30 years and dedicated myself to seeking justice 
for youth involved in the juvenile justice system. I represented hundreds of children 
and made an important but unsettling observation: many of the youth entering the 
juvenile justice system were likely exposed to some form of violence as children. 
While more than 60 percent of kids in America encounter some form of violence, 
crime, or abuse, ranging from brief encounters as witnesses to serious violent epi- 
sodes as victims, ^ limited research and anecdotal evidence suggest rates of crime 
and violence, in some tribal areas are higher. ^ 

While serving as a Chief of the Juvenile Unit of the Defender Association of Phila- 
delphia, I co-chaired the Attorney General’s Task Force on Children Exposed to Vio- 
lence.® In 2012, the Task Force issued a final report containing comprehensive pol- 
icy recommendations^ aimed at reducing children’s exposure to violence and en- 
hancing resiliency among affected children. ® One of the primary recommendations 
was the establishment of a separate Task Force to address the significant problem 
of children’s exposure to violence in American Indian and Alaska Native commu- 
nities in a way that recognizes the unique government-to-government relationship 
between the United States and tribes. 


1 OJJDP Children’s Exposure to Violence: A Comprehensive National Survey Bulletin, October 
2009. https:! ! www.ncjrs.gov j pdffilesl i ojjdp ! 227744.pdf. 

2 Perry, S.W., American Indians and Crime (pdf, 56 pages), A BJS Statistical Profile 1992- 
2002, Washington, D.C. : U.S. Department of Justice, Office of Justice Programs, Bureau of Jus- 
tice Statistics, December 2004, NCJ 203097. 

®In 2011, the Attorney General announced this Task Force as part of the Attorney General’s 
Defending Childhood Initiative, a project that addresses the epidemic levels of exposure to vio- 
lence faced by our nation’s children, http:! I www.justice.gov I defendingchildhood I task-force-chil- 
dren-exposed-violence. 

^Shortly after the release of the Task Force report, the Attorney general requested an Action 
Plan to implement the Task Force recommendations. The Action was developed and approved 
in 2013. The recommendations have been (and continue to be) acted upon by the Department 
and our federal partners. 

^Listenbee, Robert L., Jr. et al., Report of the Attorney General’s National Task Force on Chil- 
dren Exposed to Violence, Washington D.C.: U.S. Department of Justice, Office of Juvenile Jus- 
tice and Delinquency Prevention, December 2012. 
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Attorney General’s Task Force 

In 2013, the Attorney General created the Task Force on American Indian and 
Alaska Native Children Exposed to Violence.® The Task Force consisted of two com- 
ponents: 

• An Advisory Committee composed of non-federal subject matter experts who: (1) 
gathered information from public hearings, written testimony, site visits, listen- 
ing sessions, and current research; and (2) used this information to draft a re- 
port to the Attorney General that includes recommendations to effectively ad- 
dress children’s exposure to violence in Indian Country. 

• A Federal Working Group composed of federal officials from key agencies in- 
cluding the Departments of Justice, Interior, and Health and Human Services — 
who have experience with issues affecting American Indian and Alaska Native 
communities. This working group is in an ideal position to take steps to imple- 
ment policy and programmatic changes for the benefit of American Indian and 
Alaska Native children exposed to violence. 

While the Department just received the recommendations from the Advisory Com- 
mittee this week, OJJDP has long been committed to partnering with tribal govern- 
ments to improve public safety in communities and to building a better future for 
all young people. 

The Advisory Committee, Co-Chaired by Senator B3Ton L. Dorgan and Ms. Jo- 
anne Shenandoah, held hearings in four locations (Bismarck, ND; Phoenix, AZ; Fort 
Lauderdale, FL; and Anchorage, AK) and six listening sessions nationwide which 
brought together national, regional, and local experts, solicited personal testimony, 
and provided a forum for discussion on the effects of exposure to violence and prom- 
ising prevention and intervention strategies and programs. ® During the hearings 
and listening sessions, the Advisory Committee learned that American Indian and 
Alaskan Native children experience various types of trauma at higher rates than 
other children — trauma that includes physical abuse (as witness and victims), sex- 
ual abuse, domestic violence, suicide, and victimization, and sex trafficking. 

The Advisory Committee heard that Alaska Natives are disproportionately af- 
fected by violent crime and Alaska Native children are, therefore, disproportionately 
exposed to that violence. This difference can be attributed to vast regional distances 
across the state, geographical isolation, extreme weather, exorbitant transportation 
cost, and lack of economic opportunity and access to resources. 

As one tribal leader told the Advisory Committee, “For us . . . the question is 
not who has been exposed to violence, it’s who hasn’t been exposed to violence.”® 
Violence, including assaults, homicide, and suicide, accounts for 75 percent of deaths 
of American Indian and Alaska Native youth ages 12 to 20. i® These serious adversi- 
ties often lead to chronic and severe trauma. A recent report noted that tribal chil- 
dren and youth experience posttraumatic stress disorder (PTSD) at a rate of 22 per- 
cent. 

Compounding these high rates of violence in American Indian and Alaska Native 
communities is historical trauma: a cumulative emotional and psychological wound- 
ing over the life span and across generations. The Advisory Committee found that 
the degree of violence in American Indian and Alaska Native communities is di- 
rectly related to historical trauma and the impact of policies and practices that have 


®Task Force on American Indian and Alaska Native Children Exposed to Violence website: 
http: / / www.justice.gov I defendingchildhood / task-force-american-indian-and-alaska-native-chil- 
dren-exposed-violence 

"^It is noteworthy that while given their charge by the Attorney General, the Advisory Com- 
mittee felt strongly that the problems facing children in American Indian and Alaska Native 
communities are so significant that only concerted action by the Executive branch agencies and 
Congress would begin to address them. Accordingly, they chose to address their recommenda- 
tions to entities beyond the Department of Justice. 

® American Indian and Alaska Native Children Exposed to Violence Hearing Testimony: 
http:! / www.justice.gov ! defendingchildhood ! task-force-hearings 

®Mato Standing High, Attorney General of the Rosebud Sioux Tribe, quoted in Report of the 
Attorney General’s National Task Force on Children Exposed to Violence, Dec. 12, 2012, http:! / 
www.justice.gov I defendingchildhood I cev-rpt-full.pdf. Full quote: “For us in Rosebud, our res- 
ervation, the question is not who has been exposed to violence, it’s who hasn’t been exposed to 
violence.” 

Dolores Subia BigFoot et al., “Trauma Ejmosure in American Indian/Alaska Native Chil- 
dren,” Indian Country Child Trauma Center: 1-4 (2008), available at: http:! / 

www.theannainstitute.org / American%20Indians%20and%20Alaska%20Native$ / 
Trauma%20Exposure%20in%20AIAN%20Children.pdf 

Deters, P. B., Novins, D. K., Fickenscher, A., & Beals, J. (2006). Trauma and posttraumatic 
stress disorder symptomatology: Patterns among AI/AN adolescents in substance abuse treat- 
ment. American Journal of Orthopsychiatry, 76(3), 335-345. 
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proved devastating to tribal communities. The testimony of the witnesses at the 
hearings underscored the fact that Native Americans share a history of displace- 
ment, forced assimilation, and cultural suppression, factors that may contribute to 
child maltreatment. 

Despite the epidemic levels of violence American Indian and Alaska Native chil- 
dren are exposed to, the Advisory Committee discovered that some tribes and urban 
Indian organizations have found ways to incorporate tradition and develop resources 
to protect their children from harm and help them heal. The Advisory Committee 
repeatedly heard testimony indicating that programs for tribal children and youth, 
including treatment and intervention programs, are most successful if they are 
based on tribal customs, language, and spiritual ceremonies that are deeply respect- 
ful of the traditional cultural values of the child, family and tribe. 

The Advisory Committee heard that integration of traditional healing practices 
into mental health prevention and treatment for Native children and youth is essen- 
tial. Many of those who testified recognized that, for American Indian and Alaska 
Native children and their families, emotional and psychological well-being cannot be 
separated from spiritual well-being. There is growing evidence that Native youth 
who are culturally and spiritually engaged are more resilient than their peers. 
For example, research has revealed that over one third of Native adolescents and 
half of Native adults prefer to seek mental health services from a cultural or spir- 
itual healer, In other research, American Indian caregivers preferred cultural 
treatments for their children and found the traditionally based ceremonies more ef- 
fective than standard or typical behavioral health treatment, 

OJJDP-Funded Efforts 

In 2010, the Department of Justice launched its Coordinated Tribal Assistance So- 
licitation (CTAS) in direct response to tribes seeking a more streamlined, com- 
prehensive grant process. CTAS gives tribes the flexibility needed to better address 
their criminal justice and public safety needs. 

In Fiscal Year 2014, the Department awarded CTAS grants to 169 American In- 
dian tribes, Alaska Native villages, tribal consortia and tribal designees. The grants 
provide more than $87 million to enhance law enforcement practices and sustain 
crime prevention and intervention efforts in nine purpose areas including public 
safety and community policing; justice systems planning; alcohol and substance 
abuse; corrections and correctional alternatives; violence against women; juvenile 
justice; and tribal youth programs. 

As a part of the Attorney General’s Defending Childhood Initiative, OJJDP funded 
two initiatives that are tribally-directed and sensitive to tribal traditions and cul- 
ture. The Rosebud Sioux Tribe in South Dakota delivers trauma-informed services, 
rooted in Dakota values that address educational, justice system, and health-care 
needs. The Chippewa Cree Tribe at the Rocky Boy reservation in Montana is involv- 
ing elders and youth from throughout the community in the design of prevention 
and treatment programs that rely on traditional health and healing methods. These 
are promising approaches that take into account tribal customs aimed at enhancing 
resilience in affected children, and they represent some of the exciting work already 
being done to support children in tribal communities. Recently, leaders from both 
tribes participated in a three-day training on indigenous treatment for trauma of- 
fered by the National Native Child Trauma Center. 


12 “One of the main barriers both our youth and their families face are professionals who have 
the proper credentials required by the state but lack the cultural knowledge and ability or desire 
to even try to understand where our children and their families are coming from.” Darla Thiele, 
Director, Sunka Wakan Ah Ku Program Testimony before the Task Force on American Indian/ 
Alaska Native Children Exposed to Violence Hearing in Bismarck, ND, December 9, 2014 

12 Gone, J.P., & Alcantara, C., “Identifying Effective Mental Health Interventions for Amer- 
ican Indians and Alaska Natives: A Review of the Literature,” Cultural Diversity and Ethnic 
minority Psychology, 13f4), (2007): 356—363. 

i^Grey, N., & Nye P. S., “American Indian and Alaska Native Substance Abuse: Co-Morbidity 
and Cultural Issues,” American Indian and Alaska Native Mental Health Research, 10(2), 
(2001): 67—82.; Rieckmann, T. R., Wadsworth, M. E., & Deyhle, D., “Cultural Identity, Explana- 
tory Style, and Depression in Navajo Adolescents,” Cultural Diversity & Ethnic Minority Psy- 
chology, 10(4), (2004): 365—382.; Spicer, P., Novins, D. K., Mitchell, C. M., & Beals, J., “Aborigi- 
nal Social Organization, Contemporary Experience and American Indian Adolescent Alcohol 
Use,” Quarterly Journal of Studies on Alcohol, 64(4), (2003): 450-457.; Yoder, K. A., Whitbeck, 
L. B., Hoyt, D. R., & LaFromboise, T., “Suicide Ideation Among American Indian Youths,” Ar- 
chives of Suicide Research, 10(2). (2006): 177-190. 

i^Walls, M. L., Johnson, K. D., Whitbeck, L. B., & Hoyt, D. R., “Mental Health and Substance 
Abuse Services Preferences Among American Indian People of the Northern Midwest,” Commu- 
nity Mental Health Journal, 42(6), (2006): 521—535. 
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OJJDP is funding efforts to enhance the capacity of Tribal Healing to Wellness 
Courts to respond to alcohol-related issues of tribal youth who are younger than 21. 
A Tribal Healing to Wellness Court is not simply a tribal criminal or family court 
that orders individuals to treatment. Rather, it is an innovative and collaborative 
legal process that adapts the drug court concept and its key components to meet 
the need of referred youth in a manner that respects and includes tribal traditions. 
Under this initiative, participating courts are developing or enhancing policy, proce- 
dure, assessment tools, or service models that address underage drinking. A second 
component of the initiative will deliver training and technical assistance to the par- 
ticipating tribal courts. All programming is based on the 10 Key Components of an 
effective Tribal Healing to Wellness Courts, modeled after policies developed by the 
National Association of Drug Court Professionals. Current funding supports five 
tribes — ^Yurok Tribe (CA), Lac Du Flambeau Tribe of Lake Superior Chippewa Indi- 
ans (WI), Southern Ute Indian Tribe (CO), White Earth Nation (MN), Winnebago 
Tribe of Nebraska (NE) — and a training and technical assistance provider. This pro- 
gram will be expanded in Fiscal Year 2015 to support additional tribes. 

Reaching children and families in tribal communities is a priority for the National 
Center for Missing & Exploited Children (NCMEC). NCMEC, which is funded by 
OJJDP, operates a national toll-free hotline and serves as a clearinghouse and re- 
source center that collects and distributes data regarding missing and exploited chil- 
dren. NCMEC collaborates with tribal leaders and communities to address pressing 
issues such as multi-generational intra-familial sexual abuse, heavy substance 
abuse across generations, and the sexual exploitation of women and children. 
NCMEC is developing closer working relationships with tribal communities and or- 
ganizations to help identify and provide resources and services to children and fami- 
lies living on tribal lands. In 2014, NCMEC added a Tribal Law Enforcement Liai- 
son to its staff to help enhance collaboration with tribal law enforcement agencies; 
hosted a Tribal Cultural Awareness training for staff; and worked with tribal com- 
munities, schools and law enforcement to offer training. 

Efforts like these, as well as OJJDP funding that goes towards child advocacy cen- 
ters, Internet Crimes Against Children (ICAC) task forces, and our youth tribal 
portfolio, are important ways OJJDP is working to prevent and address trauma in 
American Indian and Alaskan Native communities and tribes. 

Research 

OJP’s National Institute of Justice (NIJ), in partnership with OJJDP and OJP’s 
Office for Victims of Crime (OVC), is funding a 30-month study intended to improve 
the health and well-being of youth in American Indian and Alaska Native commu- 
nities who may have been exposed to violence and victimization. The study will de- 
velop and test a survey instrument and different administration modes that can ef- 
fectively assess exposure to violence and victimization and determine the feasibility 
of using these procedures in tribal communities and settings. Although some re- 
search suggests higher rates of violence in tribal communities, there has never been 
a national study of tribal youth regarding their victimization experiences that pro- 
vides reliable, valid estimates of the scope of the problem. As a result, the exact in- 
cidence, prevalence, and nature of victimization experienced by youth living in tribal 
communities requires more research. 

As part of the Attorney General’s Children Exposed to Violence Demonstration 
Program, NIJ has funded evaluations in two tribal communities (i.e., Chippewa 
Cree and Rosebud Sioux Tribes) that include a community survey addressing chil- 
dren’s exposure to violence as well as knowledge of and attitudes towards children’s 
exposure to violence and the prevalence of violence. Findings from these evaluations 
will highlight the models used by Tribal Nations to prevent, treat, and raise aware- 
ness about children’s exposure to violence, emphasizing the role of culture; discuss 
local challenges with implementing programs to address children’s exposure to vio- 
lence; and provide recommendations for other communities looking to prevent, treat, 
and raise awareness about children’s exposure to violence. 

Responding to Victims 

OVC is engaged in several initiatives in Indian Country. OVC has responded to 
the challenge of helping service providers meet the needs of drug-endangered youth 
in American Indian and Alaska Native communities by producing a video series en- 
titled, “A Circle of Healing for Native Children Endangered by Drugs.” This series 
not only explains the role that historical trauma has played in generating the com- 
plex traumatic stress experienced by these children, but it also highlights ongoing 
efforts to integrate cultural practices and traditional healing into therapeutic inter- 
ventions for American Indian and Alaska Native families struggling with addiction 
and child maltreatment issues. OVC will debut the video at its upcoming Indian Na- 
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tions Conference in December and is confident that it will become an invaluable tool 
in helping child welfare and mental health professionals, among others, who are 
seeking information on innovative techniques to improve outcomes for drug-endan- 
gered children in American Indian and Alaska Native communities. 

OVC funds the Children’s Justice Act (CJA) Partnerships for Indian Communities 
Grant Program. OVC dedicated $8.1 million to support tribes in developing, estab- 
lishing and operating programs to improve the investigation, prosecution and han- 
dling of child abuse cases, particularly cases of child sexual abuse, in a manner that 
limits additional trauma to child victims. The funding further supports the develop- 
ment and implementation of comprehensive programs for abused children, and pro- 
cedures to address child abuse cases in tribal courts and child protection service sys- 
tems. OVC is also working with the Flandreau Indian School, a Bureau of Indian 
Education boarding school in South Dakota, to provide specialized mental health 
services to students identified as victims. OVC is providing $1.5 million to support 
this demonstration project with the goal of establishing a culturally appropriate, 
trauma-informed system of care for students with long-term exposure to violence, 
trauma, and victimization. 

Closing Statement 

Mr. Chairman, OJJDP strives to strengthen the juvenile justice system’s efforts 
to protect public safety, hold offenders accountable and provide services that address 
the needs of youth and their families. We are committed to working with American 
Indian and Alaskan Native communities, and our partner agencies within the De- 
partment of Justice and throughout federal and state governments, to implement 
evidence-based approaches to preventing and addressing child trauma. I appreciate 
the opportunity to appear before you today, and I am prepared to respond to any 
questions you may have. 

The Chairman. Thank you very much, Mr. Listenbee 

Yvette Roubideaux. 

STATEMENT OF HON. YVETTE ROUBIDEAUX, MD, MPH, ACTING 
DIRECTOR, INDIAN HEALTH SERVICE 

Dr. Roubideaux. Thank you, Mr. Chairman, Vice Chairman 
Barrasso, and members of the Committee. 

I am Dr. Yvette Roubideaux, Acting Director of the Indian 
Health Service. I appreciate the opportunity to testify on pre- 
venting and addressing childhood trauma in Indian Country. 

Thank you so much for holding this hearing today on such a 
truly important topic. It is a serious problem with multiple reasons 
and causes as detailed in the testimony and has a profound impact 
on our communities. 

The problem of childhood trauma is multigenerational and a soci- 
etal problem. It is sweeping in scope and will take a coordinated, 
comprehensive, multidimensional, public health response to change 
the course for our children and youth. 

I appreciate the opportunity discuss with the Committee what 
IHS is doing to address the many issues related to childhood trau- 
ma and be a part of the solution for these public health challenges. 

IHS is already and wants to continue to be a partner with other 
agencies, stakeholders and tribes in these efforts to find solutions. 
My testimony summarizes some of the major national programs 
and activities that IHS does for this issue as a part of our medical 
and public health response to childhood trauma. 

For the sake of time, I will just summarize by saying that the 
IHS’ policies, training, programs and partnerships promote a multi- 
faceted range of activities for the identification, treatment and pre- 
vention of childhood trauma. 
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However, IHS cannot address these issues alone and it will take 
all of us to prevent and reduce childhood trauma. We welcome your 
partnership and assistance with this important issue. 

That concludes my remarks. Thank you. 

[The prepared statement of Dr. Roubideaux follows:] 

Prepared Statement of Hon. Yvette Roubideaux, MD, MPH, Acting Director, 

Indian Health Service 

Mr. Chairman and Members of the Committee: 

Good afternoon, I am Dr. Yvette Roubideaux, Acting Director of the Indian Health 
Service (IHS). Today, I appreciate the opportunity to testify on preventing and ad- 
dressing childhood trauma in Indian Country. 

Background 

As you know, the IHS plays a unique role in the U.S. Department of Health and 
Human Services (HHS) to meet the federal trust responsibility to provide health 
care to American Indian and Alaska Native (AI/AN) people. The IHS provides com- 
prehensive health service delivery to 2.1 million American Indians and Alaska Na- 
tives through a system of IHS, Tribal, and urban Indian operated facilities and pro- 
grams based on treaties, judicial determinations, and Acts of Congress. The mission 
of the agency is to raise the physical, mental, social, and spiritual health of AI/AN 
people to the highest level, in partnership with the population we serve. The agency 
aims to assure that comprehensive, culturally acceptable personal and public health 
services are available and accessible to the service population. Our foundation is to 
promote healthy AI/AN people, communities, and cultures, and to honor the inher- 
ent sovereign rights of Tribes. 

Two major pieces of legislation are at the core of the Federal Government’s re- 
sponsibility for meeting the health needs of American Indians and Alaska Natives: 
The Snyder Act of 1921, P.L. 67-85, and the Indian Health Care Improvement Act 
(IHCIA), P.L. 94-437, as amended. The Snyder Act authorized appropriations for 
“the relief of distress and conservation of health” of American Indians and Alaska 
Natives. The IHCIA was enacted “to implement the federal responsibility for the 
care of the Indian people by improving the services and facilities of federal Indian 
health programs and encouraging maximum participation of Indians in such pro- 
grams.” Like the Snyder Act, the IHCIA provides the authority for the provision of 
programs, services, functions and activities to address the health needs of American 
Indians and Alaska Natives. The IHCIA includes authorities for the recruitment 
and retention of health professionals serving Indian communities, health services for 
ARAN people, and the construction, replacement, and repair of healthcare facilities, 
among other authorities. 

The IHS, in partnership with Tribes and urban Indian health programs, provides 
essential medical and mental health services in over 600 hospitals, clinics, and 
health stations. These services include medical and surgical inpatient care, emer- 
gency care, ambulatory care, mental health and substance abuse treatment and pre- 
vention, and medical support services such as laboratory, pharmacy, nutrition, diag- 
nostic imaging, medical records, and physical therapy. Other services include public 
and community health programs such as diabetes; maternal and child health; com- 
municable diseases such as influenza, HIV/AIDS, tuberculosis, and hepatitis; suicide 
prevention; substance abuse prevention; women’s and elders’ health; domestic vio- 
lence prevention and treatment; and regional trauma/emergency medical delivery 
systems. The level of services provided in each community varies based on available 
resources. In addition, over half of the IHS budget is managed by Tribes under P.L. 
93-638, the Indian Self Determination and Educational Assistance Act, and many 
of the public, community and behavioral health programs are managed by Tribes 
even when the hospital or clinic is still under management by the IHS. 

Childhood Trauma in AI/AN Children 

According to the National Child Abuse and Neglect Data System, an estimated 
686,000 children were exposed to incidents of child abuse and neglect in 2012. These 
data translate to a rate of 9.2 occurrences of child abuse and neglect for every 1,000 
children per year. i While these data are not unique to AI/AN children, childhood 


^U-S. Department of Health & Human Services. Administration for Children and Families. 
(2012). Child Maltreatment 2012. Available at http: ! I www.acf.hss.gov ! programs ! ch ! 
stats research/index. htm#can 
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trauma is disproportionately experienced by AI/AN children. The reasons are multi- 
factorial and related to the high incidence of alcohol and drug abuse, mental health 
disorders, suicide, violence, and hehaviorally-related chronic diseases among AI/AN 
people. Recurrent physical, emotional, and sexual abuse, as well as emotional and 
physical neglect leads to childhood trauma impacting the mental health and 
wellbeing of children. Other contributing factors of childhood trauma include house- 
hold members who may have a substance abuse disorder, chronic depression, or 
other mental health diagnoses, family members who may he incarcerated, experi- 
ence suicidal ideation, domestic violence in the household, and parental loss. Each 
of these serious behavioral health related issues have a profound impact on child- 
hood trauma, the health of individuals, family, and community wellbeing. 

Once again, another school shooting has shaken us to our core as one of the Na- 
tion’s most serious tragedies. The heartbreak facing the Marysville, Washington, 
community and Tulalip Tribe offers another opportunity for a collective effort to re- 
duce the chances of similar future tragedies. There are no easy solutions and no sin- 
gle agency or single approach that will address the violence and many other prob- 
lems impacting the mental health of our children and youth. The problem of child- 
hood trauma is a multigenerational and societal problem. It is sweeping in scope 
and will take a coordinated, comprehensive, multi-dimensional public health re- 
sponse to change the course for our children and youth. Today, I appreciate the op- 
portunity to discuss what the IHS is doing to address the many issues that relate 
to childhood trauma and to be part of the solution for these public health challenges. 
IHS is already, and wants to continue to be, a partner with other agencies, stake- 
holders and Tribes in these efforts to find solutions. 

IHS Medical and Public Health Response to Childhood Trauma 

The overall structure and types of services provided by IHS, Tribal and urban In- 
dian health programs were described above. The funding IHS receives to provide 
primary care and behavioral health services is through the Hospitals and Health 
Clinics, Mental Health and Alcohol and Substance Abuse budgets, of which over 50 
percent of funds are transferred under P.L. 93-638 contracts or compacts to Tribal 
governments or Tribal organizations that design and manage the delivery of health 
programs in their communities. In addition, there are 34 urban Indian health pro- 
grams serving approximately 600,000 AI/AN people, including children with var 3 dng 
levels of services. 

In Fiscal Year (FY) 2013, IHS per capita spending estimates were $47 per person 
for mental health services and $117 per person for alcohol and substance abuse 
services. The average public and private expenditure among school-age American 
children from 2009-2011 was $2,192 for mental health services.^ While the IHS 
overall spending estimate on mental health services is not directly comparable for 
the amount spent per AI/AN child due to the nature of how services are accessed 
through our health system, it is a glimpse into the complexities faced by Tribes in 
providing comprehensive services for children and families. I would like to provide 
an overview of some of our major national programs and activities that are part of 
the IHS medical and public health response to childhood trauma. 

National Policy 

I spoke in my introduction about the dire statistics on child abuse and neglect and 
its huge impact on AI/AN children and youth. IHS works to positively influence the 
outcomes for children and youth who are victims of child maltreatment through de- 
velopment of policies, objectives, procedures, and responsibilities concerning the de- 
tection, management, prevention, and evaluation of child abuse and neglect. The 
IHS recently recognized the need for a more comprehensive, standalone policy, and 
the IHS is drafting a comprehensive national Child Maltreatment policy to ensure 
children who are abused or neglected receive comprehensive intervention and treat- 
ment services when they enter our health system, as well as outlines the health 
care responsibilities in providing a coordinated multidisciplinary response. This pol- 
icy will help improve and enhance our overall response at IHS facilities. 

Training 

The IHS offers a comprehensive training program to meet the needs of our work- 
force as it relates to addressing childhood trauma. Specific for child abuse, IHS pro- 
vides training related to the identification, collection, and preservation of medical 
forensic evidence obtained during the treatment of child sexual abuse. Monthly 


^U.S. Department of Health & Human Services., (2014). Expenditures for Treatment of Men- 
tal Health Disorders among Children, Ages 5—17, 2009-2011: Estimates for U.S. Civilian Non- 
institutionalized Population. Published by Agency for Healthcare Research and Quality. Avail- 
able at: http:! j meps.ahrq.gov / mepsweh ! data files/publications/st440/stat440.shtml 
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webinars ensure the Indian health system receives the continuing education needed 
to maintain competencies in the treatment, prevention, and coordination of services 
for child maltreatment. For current and pressing behavioral health issues related 
to childhood trauma, the IHS provides virtual training seminars and consultation 
sessions on topics including child mental health, childhood trauma, suicide, histor- 
ical trauma. Fetal Alcohol Spectrum Disorders, and school violence, among others. 

Youth Regional Treatment Centers 

To help youth battling substance abuse, IHS administers ten Youth Regional 
Treatment Centers (YRTCs) that provide inpatient treatment for substance abuse 
and co-occurring mental health disorders among AI/AN youth. The YRTCs provide 
a range of clinical services rooted in culturally relevant, holistic models of care in- 
cluding group, individual, and family psychotherapy, life skills development, medica- 
tion management, aftercare relapse prevention, and post-treatment follow up serv- 
ices. YRTCs also provide education, culture-based prevention activities, and 
evidence- and practice-based models of treatment to assist youth overcome their 
challenges and become healthy, strong, and resilient community members. 

Recently, the Jack Brown Center, an IHS funded YRTC that is located in Tahle- 
quah, Oklahoma, completed construction on a new facility that will increase Jack 
Brown’s capacity from 20 to 36 inpatient beds. Additionally, Congress authorized 
two YRTCs to be built in the IHS California Area. The Southern California facility 
is expected to open in FY 2015, and staffing costs were included in the FY 2015 
President’s Budget. The FY 2015 Budget also included construction costs for the 
Northern California YRTC. 

Community Health Representatives 

The IHS Community Health Representative, or CHR, program is community- 
based program with a special focus on advocacy, health promotion, and disease pre- 
vention. In 2013, the CHR program partnered with Johns Hopkins University to im- 
plement Family Spirit, an evidence-based and culturally tailored in-home parent 
training and support program. Parents gain knowledge and skills to achieve opti- 
mum development for their preschool aged children across the domains of physical, 
cognitive, social-emotional, language learning, and self-help. The program is cur- 
rently the largest, most rigorous, and only evidence-based home visiting program 
ever designed specifically for American Indian families. In 2013, IHS provided fund- 
ing to further replicate the program in three American Indian communities. 

Methamphetamine and Suicide Prevention Initiative 

The IHS Methamphetamine and Suicide Prevention Initiative, or MSPI, is one of 
the most significant efforts at the core of the IHS’ response to methamphetamine 
abuse and suicide in AI/AN communities. The MSPI’s purpose is to promote the use 
and development of evidence-based and practice-based models that represent cul- 
turally-appropriate prevention and treatment approaches to methamphetamine 
abuse and suicide prevention from a community-driven context. Of the 130 IHS, 
Tribal, and urban Indian health projects supported across the country through the 
MSPI, over 80 percent of projects provide prevention and treatment services to 
youth. For example, one Tribal project increased access to services by funding school 
based mental health professionals at community schools. Youth now have imme- 
diate access to mental health providers in a familiar environment. These profes- 
sionals are responsible for providing on-going mental health services to youth, as 
well as providing educational groups related to suicide, grief, and loss. School offi- 
cials have witnessed the impact of the school-based health services and report youth 
are more likely to talk about suicide and reach out for help. 

Throughout the 5 years of the MSPI, projects have significantly raised awareness 
through diverse and innovative programming. From 2009-2013, the MSPI resulted 
in more than 7,500 individuals entering treatment for methamphetamine abuse, 
over 15,000 tele-health substance abuse and mental health encounters, over 10,000 
professionals and community members trained in suicide prevention and crisis re- 
sponse, and over 400,000 encounters with youth were provided as part of evidence- 
based and practice-based intervention and prevention services. 

Community Awareness 

To raise youth awareness on the issues of substance abuse and suicide, the IHS 
partnered with the Northwest Portland Area Indian Health Board to develop media 
campaigns. Using focus groups, youth developed the “I Strengthen My Nation” and 
“Community is the Healer” media campaigns, which empower Native youth to resist 
drugs and alcohol, motivates parents to talk openly to their children about drug and 
alcohol use, and raises awareness about the issue of suicide. 
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Domestic Violence Prevention Initiative 

To prevent domestic and sexual violence, as well as family violence, the IHS ad- 
ministers the Domestic Violence Prevention Initiative, or DVPI. Through DVPI, 66 
IHS, Tribal, and urban Indian health projects provide outreach, victim advocacy, 
intervention, policy development, and community response teams. From 2010-2012, 
the DVPI resulted in over 28,000 direct service encounters including crisis interven- 
tion, victim advocacy, case management, and counseling services; over 36,000 refer- 
rals for domestic violence services, culturally-based services, and clinical behavioral 
health services; with 487 forensic evidence collection kits submitted to federal, state, 
and Tribal law enforcement. 

Drug and Alcohol Exposure during Pregnancy 

To identify women who are using alcohol and drugs during pregnancy, IHS 
healthcare facilities conduct screening during routine women’s health and prenatal 
encounters. In FY 2013, 65.7 percent of all APAN females ages 15 to 44 were 
screened for alcohol use. In one IHS service unit, approximately 54 percent of 
women tested positive for drug use while pregnant and 52 percent of the infants 
born tested positive for drugs. To combat this problem, IHS has drafted policies and 
coordinated efforts for a comprehensive and multidisciplinary response to provide 
services to mothers and families including prenatal services, treatment, and home 
visiting programs to promote healthy lifestyles. 

Fetal Alcohol Spectrum Disorder 

For the babies born with Fetal Alcohol Spectrum Disorders, or FASD, which is 
an umbrella term describing the range of effects that can occur in an individual 
whose mother drank alcohol during pregnancy, IHS administers the Fetal Alcohol 
and Drug Unit (Unit), located within the University of Washington’s Alcohol and 
Drug Abuse Institute. The Unit provides FASD information and strategies for pre- 
vention and intervention to AI/AN communities. Since 2012, over 300 high-risk, sub- 
stance-abusing pregnant and parenting women and their families have received 
evaluation, diagnosis, and referral services through the Unit. Additionally, the Unit 
has provided training and technical assistance to over 4,400 healthcare providers 
and AI/AN community members on FASD prevention and intervention topics. 

IHS Partnerships 

The IHS has devoted considerable effort to develop and share effective programs 
throughout the Indian health system. Strategies to address public safety and justice 
issues that impact childhood trauma include collaborations and partnerships be- 
tween IHS, Substance Abuse and Mental Health Services Administration, Depart- 
ment of Justice (DOJ), and Department of Interior (DOI) through three Memoranda 
of Understanding, established by the Tribal Law and Order Act, Indian Health Care 
Improvement Act, and Individuals with Disabilities Education Act. These inter- 
agency coordination efforts work to ensure Federal agencies are comprehensively ad- 
dressing the serious problems that have a significant impact on childhood trauma, 
such as alcohol, substance abuse, mental illness. 

The IHS is working with other federal officials from DOJ and DOI as part of the 
Defending Childhood Initiative as a member of the American Indian/Alaska Native 
Children Exposed to Violence Federal workgroup. This partnership seeks to take im- 
mediate steps to improve the Federal response to AI/AN children exposed to vio- 
lence. The role of IHS in this group is to ensure services are comprehensive and 
coordinated so that every child has access to medical and counseling appointments 
in a timely manner and on a routine basis. 

The IHS partnership with the American Academy of Pediatrics’ Committee on Na- 
tive American Child Health (CONACH) works to develop policies and programs to 
improve the health of AI/AN children. CONACH members are committed to increas- 
ing awareness of the major health problems facing Native American children and 
monitoring legislation affecting AI/AN child health. CONACH conducts pediatric 
consultation visits to IHS and Tribal healthcare facilities, makes recommendations 
to improve services, and works to strengthen ties with Tribes throughout the United 
States. 

Summary 

In summary, IHS policies, training, programs, and partnerships promote a multi- 
faceted range of activities for identification, treatment and prevention of childhood 
trauma. However, IHS cannot address this issue alone, and it is imperative to con- 
tinue to build a wide safety net of Federal, non-Federal and Tribal resources for AI/ 
AN children and families to help to further activities at the national. Tribal, state, 
and local levels. No one individual, community, or agency can do this alone. It will 



19 


take all of us to prevent and reduce childhood trauma and we welcome your part- 
nership and assistance with this important issue. 

This concludes my remarks and I welcome any questions that you may have. 
Thank you. 

The Chairman. Thank you, Dr. Roubideaux. 

Kana. 

STATEMENT OF KANA ENOMOTO, PRINCIPAL DEPUTY 

ADMINISTRATOR, SUBSTANCE ABUSE AND MENTAL HEALTH 

SERVICES ADMINISTRATION 

Ms. Enomoto. Good afternoon, Chairman Tester, Vice Chairman 
Barrasso and members of the Committee. 

Thank you for inviting the Substance Abuse and Mental Health 
Services Administration to testify here today. I am pleased to be 
here with my colleagues from IHS, DOJ and from the field. 

I am particularly pleased to be here this morning. Senator 
Heitkamp, because I too heard from the faces of the statistics. 
SAMHSA’s Native Youth Conference was convened and we had a 
Federal listening panel. 

We heard loudly and clearly from Native youth from across the 
country that they want us to address childhood trauma. They want 
us to address the violence and the substance abuse in their commu- 
nities and they want to be our partners in finding ways to heal and 
help their communities find a path to recovery, to hope and 
wellness, and doing that in a culturally, developmentally appro- 
priate way. 

SAMHSA has many programs in its portfolio that address this 
issue. You also have that in my written testimony. I want to high- 
light for you one particular program; The Tribal Behavioral Health 
Grant Program. 

The President has requested for several years in a row funding 
to provide stable, predictable funding to all tribes to do substance 
abuse prevention, suicide prevention and mental health promotion 
in ways that fit their needs, that they can determine the best prac- 
tices to use in that space. 

Just this last year, in FY14, Congress started us off with $5 mil- 
lion and we were able to give grants to 20 tribes with some of the 
highest rates of suicide. As you can imagine, that is not enough. 

We need to do more and look forward to doing more. We have 
invested for many years in the National Child Traumatic Stress 
Initiative which Dr. van den Pol will tell you more about. That is 
a space where we are also trying to promote effective clinical inter- 
ventions for child trauma. We have funded the center at the Uni- 
versity of Montana where we can bring together effective clinical 
interventions with cultural adaptations and traditional healing 
practices. 

We hope to do much more of that and partner with our col- 
leagues across the Federal Government and Indian Country. 

We thank you very much for having this hearing. 

[The prepared statement of Ms. Enomoto follows:] 
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Prepared Statement of Kana Enomoto, Principal Deputy Administrator, 
Substance Abuse and Mental Health Services Administration 

Chairman Tester, Ranking Member Barrasso, and members of the Senate Com- 
mittee on Indian Affairs, thank you for inviting me to testify at this important hear- 
ing on protecting our children’s mental health. I am pleased to testify along with 
my colleagues from the Indian Health Service (IHS) and the Department of Justice, 
and inform the Committee of the Administration’s efforts to prevent and address 
childhood trauma in Indian Country. I am particularly pleased to be here today for 
several reasons. First, I began my career at the Substance Abuse and Mental 
Health Services Administration (SAMHSA) over fourteen years ago working on 
childhood trauma programs and have had the opportunity to see the agency’s pro- 
grams evolve and expand over the years. In addition, just this past summer I accom- 
panied Administrator Hyde to Indian Country where we visited tribes and Alaska 
Native villages in three of the states represented by members of this Committee. 
Shortly thereafter, SAMHSA established the agency’s Office of Tribal Affairs and 
Policy (OTAP), which serves as SAMHSA’s primary point of contact for tribal gov- 
ernments, tribal organizations. Federal departments and agencies’ tribal affairs ef- 
forts, and other governments and agencies on behavioral health issues facing Amer- 
ican Indian and Alaska Native (AI/AN) populations in the United States. Finally, 
as I speak, SAMHSA is wrapping up its 2014 Native Youth Conference, which has 
focused on addressing behavioral health issues facing AI/AN youth. 

SAMHSA 

As you are aware, SAMHSA’s mission is to reduce the impact of substance abuse 
and mental illness on America’s communities. SAMHSA envisions a Nation that 
acts on the knowledge that: 

• Behavioral health is essential for health; 

• Prevention works; 

• Treatment is effective; and 

• People recover from mental and substance use disorders. 

In order to achieve this mission, SAMHSA has identified six Strategic Initiatives 
to focus the Agency’s work on improving lives and capitalizing on emerging opportu- 
nities. SAMHSA’s top Strategic Initiatives are: Prevention of Substance Abuse and 
Mental Illness; Health Care and Health Systems Integration; Trauma and Justice; 
Recovery Support; Health Information Technology; and Workforce Development. 

SAMHSA’s Trauma and Justice Strategic Initiative provides a comprehensive 
public health approach to addressing trauma and establishing a trauma-informed 
approach in health, behavioral health, human services, and related systems, with 
the intent to reduce both the observable and less visible harmful effects of trauma 
and violence on children and youth, adults, families, and communities. Recent ac- 
tivities of the strategic initiative include hosting a Tribal Juvenile Justice Policy 
Academy and releasing SAMHSA’s paper entitled “Concept of Trauma and Guidance 
for a Trauma-Informed Approach.” SAMHSA has participated in the Department of 
Justice’s Task Force on American Indian and Alaska Native Children Exposed to 
Violence and will work with our partners at the Office of Juvenile Justice and Delin- 
quency Prevention to address the recommendations of the report. 

The Concept of Trauma and Guidance for a Trauma-Informed Approach publica- 
tion was released in July of this year. SAMHSA intends this framework to be rel- 
evant to its Federal partners and their state, tribal and local system counterparts 
and applicable to practitioners, researchers, and trauma survivors, families and 
communities. The framework is anchored in SAMHSA’s concept of trauma which is 
that “individual trauma results from an event, series of events, or set of cir- 
cumstances that is experienced by an individual as physically or emotionally harm- 
ful or life threatening and that has lasting adverse effects on the individual’s func- 
tioning, and mental, physical, social, emotional or spiritual well-being.” ^ The focus 
on experience highlights the fact that not every child will experience the same 
events as traumatic. While the immediate focus might be on a recent event, the in- 
dividual’s reaction to that event may be affected by earlier experiences. As an exam- 
ple: A child bullied in school that comes for treatment or support may have experi- 
enced neglect or abuse at home, lived in multiple foster care settings, and witnessed 
the impact of community violence. That child may experience the bullying event 


1 Substance Abuse and Mental Health Services Administration. SAMHSA’s Concept of Trauma 
and Guidance for a Trauma-Informed Approach. HHS Publication No. (SMA) 14--4884. Rock- 
ville, MD: Substance Abuse and Mental Health Services Administration, 2014. 
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very differently from a child who has not been exposed to prior traumatic events 
or circumstances. 

Prevalence of Behavioral Health Conditions and Treatment 

According to SAMHSA’s 2012 National Survey on Drug Use and Health 
(NSDUH), the statistics related to behavioral health conditions among the At/popu- 
lations are very troubling. 

Mental Health 

• 5.2 percent of American Indian/Alaska Native youth had a major depressive epi- 
sode (MDE) and 2.6 percent had an MDE with severe impairment. 

• NSDUH also found that in 2012, 11 percent of Al/AN youth had specialty men- 
tal health services during the past year with services provided in a range of set- 
tings from education and juvenile justice settings to general and specialty 
health settings. 

Substance Misuse and Abuse 

• The rate of substance dependence or abuse among people aged 12 and up was 
higher among the AI/AN population (21.8 percent) than among other groups. 

• Al/AN individuals have the highest rate of binge alcohol use (30.2 percent) com- 
pared with other groups. 

• American Indians and Alaska Natives are also more likely than other groups 
in the United States to die from drug-induced deaths, according to a 2013 Cen- 
ters for Disease Control and Prevention (CDC) report on U.S. health disparities 
and inequities. 

Suicidal Thoughts, Attempts and Completions 

Based on data from SAMHSA and CDC, we also know that AI/AN youth are 
disproportionally impacted by suicide. 

• In 2011, American Indian and Alaska Native high school students reported 
rates of suicide attempts nearly twice that of the general population of U.S. 
high school students (14.7 percent vs. 7.8 percent). 

• In 2012, the suicide rate among American Indians and Alaska Natives ages 10 
to 24 years was 14.2 per 100,000, significantly higher than the suicide rate for 
people of the same age with the next highest rate (white 8.66) and almost three 
times the suicide rate for Asian/Pacific Islanders (5.51) and blacks (5.27). 

• In 2012, 6.9 percent of American Indians and Alaska Natives ages 18 and up 
had serious thoughts of suicide in the past year. This is higher than any other 
single racial or ethnic group. 

Trauma 

Based on SAMHSA’s definition of trauma, the agency is in the process of devel- 
oping and implementing trauma measures for population surveillance, client level 
data, facilities surveys, and quality measures. 

Improving Practice 

SAMHSA, as the Federal agency that leads public health efforts to advance the 
behavioral health of the nation, has several roles. I just spoke about the ways in 
which SAMHSA provides leadership and voice and supports the behavioral health 
field with critical data from national surveys and surveillance. SAMHSA also has 
a vital role in collecting best practices and developing expertise around prevention 
and treatment for people with mental illness and substance use disorders. 
SAMHSA’s staff includes subject matter experts that provide technical assistance 
and training to individuals, organizations, states, tribes, and others every day. 
SAMHSA also supports a number of technical assistance and training centers that 
are focused on children’s mental health and addressing and preventing trauma. 

The SAMHSA Tribal Training and Technical Assistance (TTA) Center uses a cul- 
turally relevant, evidence-based, holistic approach to support Native communities in 
their self-determination efforts through infrastructure development and capacity 
building, as well as program planning and implementation. It provides training and 
technical assistance on mental and/or substance use disorders, suicide prevention, 
and mental health promotion. It also offers training and technical assistance, rang- 
ing from broad to focused and intense to federally recognized tribes, SAMHSA tribal 
grantees, and tribal organizations serving Indian Country. 

The National Center for Child Traumatic Stress (NCCTS) facilitates collaborative 
activity, oversees resource development, and coordinates national training and edu- 
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cation for the National Child Traumatic Stress Network. Housed jointly at the 
UCLA Neuropsychiatric Institute and the Duke University Medical Center, the 
NCCTS works to increase access to services and raise the standard of care for trau- 
matized children and their families. 

The Suicide Prevention Resource Center (SPEC) also has a special focus on Amer- 
ican Indians and Alaska Natives. SPEC provides technical assistance, training, and 
materials to increase the knowledge and expertise of suicide prevention practi- 
tioners and other professionals serving people at risk for suicide. 

SAMHSA has also published “To Live To See the Great Day That Dawns: Pre- 
venting Suicide by American Indian and Alaska Native Youth and Young Adults” 
which lays the groundwork for community-based suicide prevention and mental 
health promotion plans for American Indian and Alaska Native youth and young 
adults. 

Public Awareness and Support 

Creating public awareness of children’s mental health issues and targeting cam- 
paigns to prevent and address childhood trauma is a key role that SAMHSA plays 
in reducing the impact of mental illness and substance abuse in America’s commu- 
nities. For example, in 2006 the SAMHSA-funded National Suicide Prevention Life- 
line created a specific set of outreach materials for AI/AN teen suicide prevention 
public awareness campaign. The poster utilized in the campaign depicts an Amer- 
ican Indian male who appears to have lost hope. But, the image emphasizes that 
there is help, and with help comes hope and urges those who are thinking about 
suicide to call the Lifeline. Posters to promote AI/AN use of the Lifeline are avail- 
able for free from SAMHSA’s website and can be downloaded and printed or ordered 
from SAMHSA’s online store. SAMHSA encourages tribes and tribal organization to 
place the posters in a wide range of settings to ensure AI/AN individuals are aware 
of the Lifeline. 

As part of SAMHSA’s highly successful “Talk. They Hear You.” underage drinking 
prevention campaign, a promotion video was recently recorded with Rod Robinson, 
the former Director of SAMHSA’s Office of Indian Alcohol and Substance Abuse. In 
the video Mr. Robinson discusses materials developed to help prevent and reduce 
underage drinking in American Indian communities and he responds to questions 
such as why underage drinking is an important concern for American Indian popu- 
lations. He also communicates ways in which the new “Talk. They Hear You.” mate- 
rials will help parents and adult caregivers address underage drinking within tribal 
communities. The video is available on SAMHSA’s You Tube channel. 

Strategic Grant Making 

National Child Traumatic Stress Initiative 

Established in 2000, the purpose of the National Child Traumatic Stress Initiative 
(NCTSI) is to improve behavioral health treatment, services, and interventions for 
children and adolescents exposed to traumatic events. It has done so through the 
National Child Traumatic Stress Network (NCSTN), a national network of centers 
with expertise in child trauma. The goals of the NCTSN are to develop highly effec- 
tive clinical and service interventions for child trauma, expand availability and ac- 
cessibility of effective trauma-informed interventions, and promote better under- 
standing of issues relevant to developing and providing effective interventions for 
children, adolescents, and families exposed to traumatic events. To date, the NCTSI 
has funded over 200 grants across the country. 

The National Native Children’s Trauma Center (NNCTC) at the University of 
Montana works in collaboration with IHS and other providers in tribal communities 
across the country to utilize evidence-based, culturally appropriate, trauma-in- 
formed interventions for AI/AN children, youth, and families who experience dis- 
proportionate violence, grief, and/or poverty; and childhood, historical, and/or 
intergenerational trauma. The NNCTC has delivered education and services in a 
broad range of locations and settings including the Fort Peck, Rocky Boy, Northern 
Cheyenne, Crow, Pine Ridge, White Earth, Leech Lake, Blackfeet and Flathead Res- 
ervations; Cracking Ice Lake, Pine Point, and Waubun, Minnesota; and Bethel, An- 
chorage, Emmonak, and Napis, Alaska just to name a few. NNCTC provides 
trainings and consultation in trauma-focused interventions such as Trauma-Focused 
Cognitive Behavioral Therapy; Attachment, Self-Regulation and Competency Clin- 
ical Services; Family Engagement through the Joining Process: Welcome, Honor, 
and Connect; trauma awareness, implications of the Adverse Childhood Experiences 
study; and the Students, Trauma, and Resiliency curriculum. The NNCTC has 
trained social workers, school counselors, nurses, and child protection workers. 
From April to June 2014, the NNCTC trained 1,180 individuals provided services 
at 46 sites and collaborated with 58 other organizations. 
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Other tribal focused grantees include the Native American Health Center (NAH) 
in Oakland, CA, which is using grant resources to further bridge the gap between 
western and AI/AN models of addressing trauma. 

In the past year, using evidence-based and trauma-focused interventions, NAH 
therapists have been working with three school age siblings who experienced mul- 
tiple traumas, including the sudden death of their mother. NAH therapists inte- 
grated culturally adapted evidence-based trauma interventions developed and dis- 
seminated by the National Child Traumatic Stress Network, with traditional Native 
healing practices including participation in Cultural Ceremonies. For example, at 
the start of their treatment, one of the children was at risk for placement in a hos- 
pital or residential care setting, and the other two had significant behavior and emo- 
tional problems. At present all three are together in the care of their mother’s sister 
and nearing a successful end to their treatment. As a result of the multi-focused 
trauma treatment and the interventions of therapists, children and families are re- 
ceiving effective and culturally sensitive healing services. 

Tribal Behavioral Health Grants 

For several years, the President’s Budget for SAMHSA had requested funding to 
address the high incidence of substance abuse and suicide in AI/AN youth and 
young adult populations. In Fiscal Year 2014, Congress appropriated for the first 
time $5 million to begin such a program. Tribal Behavioral Health (Native Connec- 
tions). SAMHSA recently awarded 20 Tribal Behavioral Health grants of $200,000 
to tribes or tribal organizations with high rates of suicide to develop and implement 
a plan that addresses suicide and substance abuse (including alcohol) and is de- 
signed to promote mental health among tribal youth. Grantees such as the Selawik 
Village Council in Alaska, the Turtle Mountain Band of Chippewa Tribe in North 
Dakota, and the Pueblo of Nambe in New Mexico, indicated in their applications 
how they will incorporate evidence-based, culture-based, and practice-based strate- 
gies for tribal youth. Grantees are required to work across tribal suicide prevention, 
mental health, substance abuse prevention, and substance abuse treatment pro- 
grams to build positive behavioral health among youth. Using real-time surveillance 
data of suicide deaths and attempts, grantees will create or enhance effective sys- 
tems of follow up for those identified at risk of suicide and/or substance abuse or 
mental health issues that could lead to suicide. With a focus on tribal traditions, 
interagency collaboration, early identification, community healing, and preventing 
future deaths by suicide, grantees will connect appropriate cultural practices, inter- 
vention services, care, and information with families, friends, schools, educational 
institutions, correctional systems, substance abuse programs, mental health pro- 
grams, foster care systems, and other support organizations for tribal youth. Atten- 
tion to the families and friends of tribal community members who recently died by 
suicide is encouraged as well. In addition, technical assistance will be provided to 
grantees through SAMHSA’s Tribal Technical Assistance Center to support their 
ability to achieve their goals. 

GLS Youth Suicide Prevention 

The Garrett Lee Smith (GLS) Memorial Act authorizes SAMHSA to manage two 
significant youth suicide prevention programs and one resource center. The GLS 
State/Tribal Youth Suicide Prevention and Early Intervention grant program cur- 
rently supports a total of 68 grantees which includes 29 tribes or tribal organiza- 
tions in developing and implementing youth suicide prevention and early interven- 
tion strategies involving public-private collaborations among youth serving institu- 
tions. Recently announced tribal grantees include Native Americans for Community 
Action in Arizona, Confederated Salish and Kootenai Tribes in Montana, and the 
Yellowhawk Tribal Health Center in Oregon. The GLS Campus Suicide Prevention 
program currently provides funding to 82 institutions of higher education, inclusive 
of tribal colleges and universities. In a cross site evaluation of the GLS State/Tribal 
grant program, it was found that counties that had implemented grant supported 
youth suicide prevention activities had lower youth suicide rates than matched 
counties that had not implemented such activities in the year following those activi- 
ties. 

Project LAUNCH (Linking Actions for Unmet Needs in Children’s Health) 

Project LAUNCH is a grant program that invests in ensuring healthy physical, 
social, emotional, cognitive, and behavioral development of young children. This in- 
vestment forms the foundation for later success in school and life and serves to pro- 
tect against negative outcomes such as school dropout, drug and alcohol abuse, de- 
linquency, and other physical, social, and emotional problems. Project LAUNCH 
grantees implement, monitor, and evaluate evidence-based prevention and pro- 
motion practices in partnership with a wide variety of community organizations and 
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stakeholders. Project LAUNCH services are focused on five core strategies for pro- 
moting the social and emotional wellbeing of young children and their families: (1) 
increased developmental screening in a wide range of early childhood settings; (2) 
enhanced home visiting (with a focus on sociaVemotional wellbeing); (3) mental 
health consultation in early care and education settings; (4) integration of behav- 
ioral health into primary care; and (5) family strengthening/parent support. Each 
state/tribe and community’s Project LAUNCH Council on Young Child Wellness 
monitors infrastructure development, implementation of evidence-based practices, 
and sustainability of successful practices through policy, planning, data, and fund- 
ing decisions that improve services and outcomes for young children and their fami- 
lies. 

Project LAUNCH has funded a total of 10 Tribal grantees. The Red Cliff Band 
of Lake Superior Chippewa completed a Project LAUNCH grant and tribal members 
have noted that the grant continues to serve as one of the powerful transformative 
mechanisms for the Red Cliff community. For example, during the grant period one 
leader noted that “I think the most important thing that LAUNCH is helping us 
do is looking at the difficult things the families have to juggle, making us take a 
step back and take a look from the family’s point of view. And say, ‘Okay, if I was 
in that position, what would I need to help me?’ or better yet, asking the family, 
‘What do you need for help?”’ 

Children’s Mental Health Initiative (CMHI) 

The CMHI supports the development of comprehensive, community-based systems 
of care for children and youth with serious emotional disorders (SED) and their fam- 
ilies. A system of care (SOC) is a strategic approach to the delivery of services and 
supports that incorporate family-driven, youth-guided, strength-based, and cul- 
turally and linguistically competent care in order to meet the physical, intellectual, 
emotional, cultural, and social needs of children and youth. These guiding principles 
also call for a broad array of effective services, individualized care, and coordination 
across child and youth-serving systems (e.g. juvenile justice, child welfare, edu- 
cation, primary care, and substance abuse) and have become standards for care 
throughout much of the nation. Recently announced CMHI grantees include Rocky 
Boy Health Board in Montana, the Santee Sioux Nation in North Dakota, and 
Lummi Nation in Washington. 

National program evaluation data reported annually to Congress indicates that 
CMHI systems of care are successful, resulting in many favorable outcomes for chil- 
dren, youth, and their families, including: 

• Sustained mental health disorder improvements for participating children and; 

• Improvements in school attendance and achievement; 

• Reductions in suicide-related behaviors; 

• Decreases in the use of inpatient care and reduced costs due to fewer days in 
residential settings; and 

• Significant reductions in contacts with law enforcement. 

Circles of Care Grant Program 

The Circles of Care program is the longest running SAMHSA grant program spe- 
cifically designed for AI/AN communities. The program began in 1998 as a result 
of discussion and consultation with tribes and American Indian behavioral health 
professionals. To date, SAMHSA has awarded a total of $49 million in Circles of 
Care grants to 49 AI/AN communities. These communities have mobilized to develop 
the tools and resources necessary to build their own culturally competent systems 
of care model for children’s mental health. Thus, many Circles of Care grantees go 
on to receive larger CMHI grants 

In FY14, SAMHSA funded 11 tribes and tribal organization as part of a new co- 
hort of Circles of Care grantees. Among the grantees include the Osage Tribe of In- 
dians in Oklahoma, the Makah Tribe in Washington, and the Red Cliff Band of 
Lake Superior Chippewa in Wisconsin. 

Conclusion 

Thank you again for this opportunity to discuss children’s mental health as it re- 
lates to preventing and addressing childhood trauma in Indian Country. I hope you 
can see that this issue is a major priority for SAMHSA and recent activities such 
as the establishment of our OTAP, release of the trauma concept paper, and hosting 
this week’s Native Youth Conference underscore our dedication. 1 would now be 
pleased to answer any questions that you may have. 

The Chairman. Kana, thank you for your testimony. 
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Rick? 

STATEMENT OF RICK VAN DEN POL, Ph.D., DIRECTOR AND 

PRINCIPAL INVESTIGATOR, INSTITUTE OF EDUCATIONAL 

RESEARCH AND SERVICE, THE UNIVERSITY OF MONTANA 

NATIONAL NATIVE CHILDREN’S TRAUMA CENTER 

Dr. Van Den Pol. Thank you for the invitation. 

My name is Rick van den Pol. I serve as Principal Investigator 
at the National Native Children’s Trauma Center at the University 
of Montana. 

I have heen a professor at the University of Montana tenured in 
psychology and education for 33 years. I have worked with children 
who have trauma for 33 years but only about half the time did I 
know what trauma was. 

Only about half the time was I able to provide trauma-informed, 
effective services. This is a very young field and the science is very 
young. I cannot give you an authentic perspective or an authentic 
Native perspective on childhood trauma but as principal investi- 
gator, I can share with you some findings from our work in the Na- 
tional Native Children’s Trauma Center. 

In my written testimony, I have five exhibits. The first is a chap- 
ter written for pediatricians about the impact of trauma on the de- 
veloping child and the developing brain. A very important compo- 
nent of that message is missing from the national dialogue about 
ACE’s, Adverse Childhood Experiences. 

The missing component is the treatability of childhood trauma. 
We absolutely want to invest in long term prevention. I am re- 
minded of a statement sometimes attributed to Chief Joseph that 
we need to consider the impacts of our actions on the next seven 
generations. But, the present Congress needs to have some solu- 
tions it can implement more quickly than that. 

The second exhibit is a handout from the National Child Trau- 
matic Stress Network, the network created by the National Child 
Traumatic Stress Initiative of SAMHSA. 

The handout speaks to the treatability of trauma, the newness 
of the science and the importance of training clinicians who are 
currently practicing on an in-service basis and new clinicians as 
they come through our graduate and medical schools. 

The third finding I share with you is research performed by Dr. 
Mary Kaas and colleagues, not associated with our center. They be- 
lieve that the prevalence of childhood trauma in Indian Country is 
probably about twice as bad as the statistic you cited, Mr. Chair- 
man. 

According to them, using the ACE 4 point scale, about five times 
as many individuals in their sample of Native Americans tested at 
4 ACE points. In the original fluidity sample published by the Cen- 
ters for Disease Control, it was 20 percent of that rate and there 
were also symptoms of trauma present. 

The fourth exhibit I offered is work done by one of my colleagues. 
Dr. Aaron Morsette, who was then a graduate student working at 
our center. Aaron tested a trauma treatment in three different res- 
ervation schools in the northern plains and found very positive re- 
sults. 
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Native students, who qualified, who presented with trauma, on 
average, two-thirds showed significant reductions after ten hours of 
participation with a group of peers and more than half showed 
measurable reductions in symptoms of depression. 

Dr. Morsette, as we all were, has been puzzled by the prevalence 
of trauma in Indian people. His dissertation, yet unpublished but 
cited and discoverable on the Internet, examined the etiology of 
trauma in one reservation school population, using a very creative 
but valid statistic. 

Dr. Morsette was able to identify that it was grief and loss that 
appeared to contribute more powerfully mathematically to trauma 
symptoms than violence exposure. This is quite revolutionary as we 
always screen for violence exposure but screening for traumatic 
grief is not part of our standard practice yet. 

I asked Dr. Morsette, at his dissertation defense, why he did that 
and he said, it just didn’t ring true for me and it didn’t seem to 
be true for my friends and our people, so I had to put some science 
to it. 

I would share three recommendations, not the official position of 
the University of Montana but my own on what we can do imme- 
diately. 

Immediately, we need to make sure that we continue to train 
doctoral level MDs and PhDs, clinicians and researchers who are 
themselves Native. We cannot achieve our goals of self determina- 
tion if in the next generation, it is non-Natives trying to lead the 
discussion about policy, research and practice. 

Second, the National Child and Traumatic Stress Initiative sup- 
ports 80 funded centers with a budget of about $50 million. With 
a budget of about $75 million, that number could increase to about 
120. That network has been extraordinarily effective across the Na- 
tion and extraordinarily effective in addressing the needs of Native 
children with trauma. 

Finally, I would like to endorse the comment of Director 
Enomoto. 

Thank you for allowing us to infuse traditional cultural healing 
with evidence-based scientific approaches to trauma treatment. I 
think that is why we have been able to demonstrate the results 
that we have. 

I actually never thought I would sit in a setting such as this and 
hear a Federal official say that was not only permissible but en- 
couraged. We really have come a long way. 

Thank you. 

[The prepared statement of Dr. van den Pol follows:] 
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Prepared Statement of Rick van den Pol, Ph.D., Director and Principal 
Investigator, Institute of Educational Research and Service, the 
University of Montana National Native Children’s Trauma Center 


BioeiaphyiRiekVsndcnPoI hasbesnaProfessorat iho University ofMontanaforSS years, tenured in 
the departments of Psychology and Education. For the past H years he has served as Wncipal 
Investigator of the National Native Children’s Trauma Center. Tiiat Center, a member of the Nalioaal 
Child Traumatio Stress Network, is the only federaliy-ftmdsd (SAMHSA/NCTSl) Childhood Trauma 
Treatment and Adaptation Center charged with disseminating information on childhood trauma in Indian 
Country throughout the United States. 

Disclaimer: faculty members of the University ofMonlana are obligated to make public their 
professional conclusion and to explicitly note that such conclusions of individual conclusions and do not 
necessarily reflect the official policy of the University of Montana, the MUS Board of Regents, or any 
federal agency who supports sponsored research and service grant activities. 

landing 1 Child tiaumatic stress is similar to adult post Imumalic stress disorder aa seen in combat 
veterans. However, it manifests diHbiently due to human development. Early exposure to adverse 
childhood experiences (victim of violence, witness to violence, loss of loved one} is associated with 
negative public health outcomes Including elevated morbid!^, mortality, suicide, chemical dependence, 
marilal dissalislhction, and uncmploj’mcnll. 

Finding 1.1 Adverse childhood experiences are nssociated with visible changes In brain anatomy. 

Finding 1 JZ Adverse childliood experiences ate treatable, and eatiy efiects of adversity can be 
mitigated or eliminated with effective evidence-based treatment. 

Source; Exhibit! 

Cilaliujt: VandcnPol, R. and Manning, B. (2015), Child Abuse and the 

Emergence of the Diagnosis of Developmental Trauma. In J. lones {Ei, XPhysIctan 's Guide to 

Memo! Heaith Disnrikrs In Chlldhond Mi/lireaimeiil.) St. Louis, MO: STM Learning 
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Finding 2 Adverse childhood exposure end symptoms of child liaumolic stress can be treated effectively 
and economically. The national resource forsudt treatment is thebfational Child Traumatic Stress 
Network. 

Source; Exhibit II. Description of National Child Traumatic Stress Network (handout). 

Finding 3 The prevalence of adverse childhood experience and symptoms of trauma appear to be marc 
than 500% higher among some Ameticen Inthan Tribes. 

Source; Exhibit III 

Citadani Mary P. BCoss, PhO, Nieole P. Yuan. PhD, Douglas Dightman, MPH, Ronald J, Prince, 
MS, Mona Polacca, MSW, Byinn Sanderson, MSV/flate), David Goldman, MD. (2003). 
Adverse Childhood Exposures and Alcohol Dependence Among Seven Native American Tribes. 
American Jaarmrl af Preventive Afed/chre, 25(3), 238—244. 

finding 4 Native youth with symptoms of childhood traumatic stress can be treated effective by 
economical Inlervenlioas delivered in middle schools. 

Source; Exhibit IV 

Citation: Morseltc, A., van den Pok R., Schuldberg. D. , Swaney. G.. & Slolle, D. (2012). 
Cc^nilive behavioral treatment for trauma symptoms in American Indian youth; Preliminary Endings 
and issues in evidence-based practice and reservation culture. Advances in School Mental Health 
Promotion, 5,i. Si -62, 


Finding 5 WhilcNative Americans may have highCT levels of trauma than other Americans, eotetging 
icsoarch suggests that trauma symptnms are more strongly related to loss and bereavement dian to 
violence exposure, 

Source: Exhibit V 

Citation; Moraette, A. Examining the cole of grief in the etiology of Posiiraumatic Stress 
Disorder (PTSD) symptoms in American Indian adoiescents (unpublished doctoral dissertalioit), po.stcd 
limidAeaich.nionuc5l.com.wcblib,lib.uinl.tdu:8[180/ixtdtiVdocview/304943105/16Ci31 B1678ti/\4HA0I* 
0/2?acco unlid= i 4593 

*The exhibits referred to have been retained in the Committee files. 

The Chairman. Thank you, Rick. 

Verne. 

STATEMENT OF VERNE BOERNER, PRESIDENT/CEO, ALASKA 
NATIVE HEALTH BOARD 

Ms. Boerner. Chairman Tester, Vice Chairman Barrasso, and 
members of the Committee, my name is Verne Boerner. I am the 
President and CEO of the Alaska Native Health Board. 

I submit this statement for the record. I would also like to note 
that ANHB’s testimony is supported by the National Indian Health 
Board. 

Thank you for inviting me to provide input on protecting our 
children. We all share in this awesome obligation. No group this 
size is more vulnerable, more dependent, or whose experiences will 
determine the health and prosperity of our people. 

I sit here before you with two asks that go toward breaking the 
cycle of violence and abuse. Repeal Section 910 of the Violence 
Against Women Act. We will be watching for the Safe Families and 
Villages Act and how that progresses as well. 
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The second ask is to increase the Indian Health Service behav- 
ioral health funds in a non-grant and non-competitive manner and 
confer other Federal resources such as the Prevention and Health 
Fund to the IHS. 

I am extremely appreciative of my co-panelists who have painted 
a picture and have defined so well the impacts of childhood trau- 
ma. I offer to you a face to go with those numbers. 

I was sexually abused from the time I was nine years old until 
14. I lived in fear and silence those years. When the man who 
abused me told me that my sister, who turned nine years old, was 
ready, I went to the police. 

During those years, our family experienced other abuses as well. 
The aftermath was also quite devastating. I have to lift my mother 
up for her strength and support during that time. However, my sis- 
ter went through this during her formative years. She later became 
an alcoholic. She too got involved with abusive men and turned 
away from the good man in her life. 

She died three days before her 29th birthday, not from overdose 
or poisoning but because she was trying to quit. 

A most painful fact is that my story is not unique. It is far too 
common. In Alaska, over 50 percent of Alaska Native women report 
having experienced some form of abuse. It is from these experi- 
ences and the women and children in our communities that I ex- 
press my gratitude to my Senators, Lisa Murkowski and Mark 
Begich, for your work and efforts to repeal Section 910 of the Vio- 
lence Against Women Act. Thank you. 

Addressing violence against women is a key component of break- 
ing the cycle and preventing the associated childhood trauma. 

Regarding my second ask, the U.S. Government engages with 
tribes on a government-to-government basis seeking input on the 
Indian Health Service budget formulation process. Tribes in Alaska 
and nationally have consistently identified behavioral health as a 
key funding priority. 

The increase should not come at the expense of other IHS serv- 
ices and programs. Its system is already stressed and plagued by 
chronic under funding. I do understand the fiscal constraints that 
we face as a Nation, but the cost of not breaking the cycle of vio- 
lence and abuse is higher still. 

Furthermore, tribes have proven to be a good investment and 
have demonstrated innovation and capacity in designing and/or 
participating in effective projects. I would like to highlight the ef- 
forts of two of ANHB’s members. 

The Alaska Native Tribal Health Consortium has long engaged 
in scientifically rigorous, culturally informed or modified ap- 
proaches, one of which is the Alaska Native Adverse Childhood Ex- 
periences Study. 

This study is contributing to the general body of knowledge re- 
garding the unique conditions and impacts that adverse childhood 
experiences have in the varied settings throughout our State. 

The second is, the Southcentral Foundation has created the Fam- 
ily Wellness Warriors Initiative. There are many things I can say 
about this program and its integration with others, but due to the 
lack of time, I will focus on one special aspect. 
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It incorporates the men. It seeks to celebrate their traditional 
role as protectors and engages them as heroes and champions. 

These are just two of the many approaches out there. They are 
doing meaningful work. Please support the efforts and allocate 
more resources so that together we can eliminate two of the most 
infrequent levels of childhood trauma. 

Thank you. 

[The prepared statement of Ms. Boerner follows:] 

Prepared Statement of Verne Boerner, President/CEO, Alaska Native 

Health Board 

Chairman Tester, Vice Chairman Barrasso and Members of the Committee: 

Thank you for the opportunity to provide input for this hearing addressing one 
of our greatest charges, our children. My name is Verne Boerner. I am the President 
and CEO of the Alaska Native Health Board (ANHB) and a member of the Indian 
Health Service Budget Formulation Workgroup. Established in 1968, ANHB serves 
as Alaska’s statewide voice on Alaska Native health issues. Our 26 member organi- 
zations deliver health care programs and services to over 143,000 Alaska Native and 
American Indian people residing in the state of Alaska. ANHB’s mission is to pro- 
mote the spiritual, physical, mental, social, and cultural wellbeing and pride of Alas- 
ka Native people. 

By way of introduction, my appreciation for your having this hearing is personal 
as I was sexually abused from the time I was 9 years old until I was 14. I lived 
in silence and fear for all that time until right before I went to the police. What 
prompted me to go to the police was when my sister turned 9 years old the abuser 
told me she was “ready.” 

In addition, my mother and older brother were victims of domestic violence, we 
spent nights at women’s shelters, and my younger sister started to experience the 
abuse I had and aftermath of the full breakdown of the family unit. She later be- 
came an alcoholic and involved in abusive relationships. She passed away three 
days before her 29th birthday from “complications due to chronic ethanolism.” Her 
death was categorized as “Natural.” I know it is a technical term, but there is noth- 
ing natural about that. 

Requests. With regard to preventing and addressing childhood trauma in Indian 
Country, ANHB has two asks: 

1. Repeal Section 910 (the Alaska exception) of the Violence Against Women Act 
(VAWA), and 

2. Increase Indian Health Service behavioral health program funds in a non- 
grant and non-competitive manner and provide other federal sources such as 
the Prevention and Public Health Fund. 

As of the time of this writing, we did not have a copy of the recommendations 
of November 18 to the Attorney General regarding trauma among Native children, 
but we look forward to reviewing the report and making further comments. 

Repeal of Section 910 of the Violence Against Women Act 

We support repeal of the “Alaska exception” to the Violence Against Women Act. 
While we recognize the unique situation in Alaska, it is clear that the current sys- 
tem is failing our women and families. The Tribal governments in Alaska are not 
able to carry out local, culturally relevant solutions to effectively address the lack 
of law enforcement and prosecution in villages that allows perpetrators to slip 
through the cracks. The law enforcement and judicial systems created and adminis- 
tered by Indian tribes or tribal organizations within Alaska will be more responsive 
to the need for greater local control and accountability in the administration of jus- 
tice than centralized State of Alaska systems. (Kastelic, 2014) 

We specifically extend our appreciation to Senator Murkowski and Senator Begich 
for their support and efforts to repeal the Alaska exception of the Violence Against 
Women Act. Thank you also. Senator Murkowski, for your emphasis on finding in- 
creased resources for courts in Alaska to deal with what would be expanded VAWA 
authority. 

Alaska Native women face domestic and sexual violence in the home at dispropor- 
tionate rates and in many cases this violence is witnessed and/or experienced by 
children in the home, as was the case in my family. And sadly, I personally wit- 
nessed the long-term effects of trauma with my sister. According to the National In- 
dian Child Welfare Association, Alaska Native children made up 17.3 percent of 
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Alaska’s child population, yet they represented 50.1 percent of the substantiated re- 
ports of maltreatment. (Kastelic, 2014). No matter the challenges, we must endeavor 
to develop the jurisdictional framework in Alaska to enable tribal communities to 
protect our families. 

Addressing violence against women is a key component of breaking the cycle and 
preventing the associated childhood trauma. 

Increase Funding for Behavioral Health 

Indian Health Service 

The IHS Budget Formulation Process is a government-to-government consultation 
process and is reflective of the tribes’ own determined priorities. Behavioral health 
and Alcohol and Substance Abuse Programs have consistently been identified as pri- 
orities. Funding to these IHS programs, granted in a non-competitive and non-grant 
manner, offers the greatest flexibilities to tribes to exercise self-determination, and 
has a track record of success. ANHB urges Congress to enact the Budget Formula- 
tion Workgroup’s recommendation that Mental Health funding be increased by 
$51.5 million above the President’s FY 2015 request for a total of $134 million. 

Tribes think holistically and they have specified that a continuum of care for both 
prevention and treatment through integrated behavioral health programs is needed. 
Congress agreed, codifying it in the Indian Health Care Improvement Act (IHCIA). 
Unfortunately to date, the new authorities in the IHCIA have not had the appro- 
priations needed to implement the provisions. 

While we can point to the IHS budget increasing in recent years, those increases 
are in particular areas — most welcome, to be sure — but the area of behavioral 
health has not seen program increases. 

Prevention and Public Health Fund 

It was encouraging when the Administration proposed as part of the FY 2012 
budget to allocate $50 million of the Affordable Care Act (ACA) Prevention and Pub- 
lic Health Fund (PPH) for coordinated tribal services to prevent substance abuse 
and suicide. The Administration proposed to administer the program through 
SAMHSA, with funding being provided to each applicant tribe and additional fund- 
ing based on population and need. While the PPH funding does not need to be ap- 
propriated ($17.7 billion over ten years, some of which has been rescinded) because 
it is mandatory funding. Congress must allocate from the Fund on an annual basis, 
and unfortunately did not allocate the funds for tribes as requested by the Adminis- 
tration. 

We find that funding provided directly to tribal organizations works better than 
having it filter through the state or another organization and allows us to better 
design services, including the inclusion of culturally appropriate services. We ask 
Congress to allocate $50 million of the PPH Fund to the Indian Health Service for 
behavioral health services and that it be on a recurring basis. 

Alaska Approaches 

Tribal programs in Alaska have taken a variety of approaches toward preventing 
and addressing childhood trauma. These approaches are innovative, scientifically 
rigorous, and are community and culturally based. The following are just a few of 
the activities that Alaska tribes have implemented. 

Alaska Native Tribal Health Consortium 

The Alaska Native Tribal Health Consortium’s vision is that Alaska Native people 
are the healthiest in the world. To achieve this vision, Alaska Native people need 
healthy families and healthy communities. Domestic violence and sexual violence 
(DV/SV) can profoundly wound individuals, families and whole communities. It is 
common to hear that DV/SV disproportionately affects Alaska Native people. By en- 
suring we have reliable data and by monitoring changes over time, we can better 
understand which programs and interventions are most successful. The ANTHC Ad- 
verse Childhood Experiences Study adds to the growing literature and general un- 
derstanding of the problem. Every child, teen, pregnant woman, adult, and Elder 
is precious and deserves to live a life without violence. Having communities without 
DV and SV would contribute to making the vision of Alaska Native people as the 
healthiest people in the world a reality. (Alaska Native Tribal Health Consortium, 
2013) 

Yukon Kuskokwim Health Corporation 

Yukon Kuskokwim Health Corporation’s (YKHC) incorporated trauma-informed 
services by implementing the Adverse Childhood Experiences (ACEs) questionnaire, 
including translating the questionnaire into Yupik. YKHC’s staff is comprised of all 
Native Alaskans who have personal experience with trauma. The questionnaire has 
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been given to each of their clients entering the Crisis Respite Center, and has also 
been administered to the general population at several Family Wellness/Suicide Pre- 
vention gatherings in the YKHC area of Alaska. The biggest reaction from YKHC’s 
clients has heen, “I’ve never told anyone this before.” Many are relieved that some- 
one is asking them about trauma and is willing to help. YKHC found that the most 
valuable use of the ACEs Survey was to open a conversation with the client and 
begin to work through their residual responses to trauma. (Bryan) 

Tanana Chiefs Conference 

Tanana Chiefs Conference (TCC) also uses a Trauma-informed Services approach, 
which begins when a new client is screened into the various programs TCC offers. 
TCC’s approach empowers clients as they are given choices as to how long, and 
what kind of therapy they will accept, and what issues to address. TCC offers early 
intervention and prevention therapies as well as longer styles of therapy. This ap- 
proach builds on each client’s individual strengths and cultural ties, which are seen 
as major components to the program. The therapist and clients work together as 
equals in developing a treatment plan; if it is determined that one is needed. The 
goal is to increase the client’s skills to allow them to manage their symptoms and 
reactions on their own.” (Bryan) 

Southcentral Foundation 

For more than 15 years, Alaska Native people have been leading the charge to 
end domestic violence, child abuse and child neglect in Alaska through Southcentral 
Foundation’s (SCF) Family Wellness Warriors Initiative (FWWI). SCF’s strategies 
are based on Alaska Native cultural strengths and bringing back traditional values 
that are protective of family wellness. FWWI helps build the capacity of individuals, 
families and communities to reverse the trends of domestic violence and child mal- 
treatment. Over a period of many years, we have been successful in providing the 
education, tools and skills needed to bring awareness to the issues; creating safe en- 
vironments for sharing and healing; and initiating changes in attitudes, behaviors, 
and beliefs. 

The work of ending domestic violence, child abuse and child neglect is too impor- 
tant to keep it within the bounds of a few programs or services. For broader impact, 
FWWI is also built into the structure and design of SCF’s Nuka System of Care. 
Every year, new improvements are made to the way that trauma and abuse are as- 
sessed and responded to throughout the health care system. (Southcentral Founda- 
tion, 2014) 

In closing, Alaska Native Health Board thanks you for your attention to child 
trauma issues. We believe that repealing Section 910 of the Violence Against 
Women Act and increased resources for tribal behavioral health services will sub- 
stantially help break the cycle of childhood trauma in tribal communities. 
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The Chairman. Thank you all for your testimony. It is very much 
appreciated. 

We will do five minute rounds. I will start with you, Mr. 
Listenbee. 

Communities often seek to integrate traditional healing practice 
into programs aimed at addressing trauma. Can you tell me what 
obstacles exist to allow for traditional healing programs to happen? 

Mr. Listenbee. Senator, we know from the report submitted by 
the advisory committee yesterday that incorporating traditional 
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healing programs into current practices and therapeutic practices 
is really important. 

We know that one-third of children who have been given an op- 
portunity to use traditional healing methods or traditional cultural 
healing, persons have chosen that over other approaches. We know 
that half of the adults have chosen those approaches over other ap- 
proaches as well. 

We think it is very important. We encourage it and we have tried 
to implement that in the various programs that we have developed 
throughout the Department of Justice. 

The Chairman. You don’t see any roadblocks though? 

Mr. Listenbee. Senator, as we know from the report that was 
submitted yesterday, there are a number of problems and issues in- 
volved with developing new approaches and incorporating tradi- 
tional approaches into current practices. 

We know these are things that have to be carefully considered 
and reviewed. As we go forward in terms of implementing the rec- 
ommendations of the report, we expect that we will be working 
closely with experts in the field to help develop more effective ap- 
proaches. 

The Chairman. I would just say that if there are roadblocks, we 
need to find out how we can resolve those roadblocks because I 
think this could add to the effectiveness of any sort of programs out 
there. 

Dr. van den Pol, I have a question for you. 

Your testimony mentions that new research suggests that trau- 
ma may be tied more to loss and bereavement than to violence. 
Can you tell me what that means for Indian Country? 

Dr. Van Den Pol. Mr. Chairman, my impression is subjective 
and has not been subjected to any kind of systematic study but in 
my conversations with many Native colleagues, there is a vast dis- 
parity in the number of deaths of loved ones they have experienced 
as opposed to my non-Native colleagues. 

This is something that comes up as a surprising matter 
anecdotally and I don’t know of anyone who has looked at it in a 
systematic fashion. When Dr. Morsette was working with clients in 
his trauma treatment regimen, he did not ask them, what is wrong 
with you. He asked them, what happened to you? 

What they talked about was having their grandma die from can- 
cer or losing a sibling to an accident. It seems that qualitative re- 
search is very suggestive about child traumatic grief, particularly 
for Native youth. 

The Chairman. I am going to turn the Chair over to Senator 
Cantwell. 

Senator Cantwell. [Presiding] Thank you. 

Senator Murkowski? 

Senator Murkowski. Thank you. Madam Chair. 

I will be brief. Hopefully the rest of my colleagues can move for- 
ward. 

I want to thank all of you, particularly Verne, for your testimony. 
It was truly spoken from the heart. 

Know that I am committed. We are going to get this Section 910 
repealed, get that done and over with. 
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I also want to acknowledge Valerie Davidson in the room who 
has heen on the Task Force on American Indians and Alaska Na- 
tive Children Exposed to Violence. I really appreciate your work on 
that, Val. Thank you for that. 

There has heen a lot of discussion about the funding and how do 
we make this available through grants. You have mentioned non- 
grant, IHS funds. This is going to be a query to you. Administrator 
Listenbee. 

When we talk about grants, we appreciate the variability of that 
funding. The fact of the matter is that not only do our tribal justice 
programs have to be adequately funded but they need to occur on 
an annual basis. You need to be able to rely on them. 

Right now, our tribes in Alaska do not receive Department of In- 
terior law enforcement nor tribal court funds. I am working on 
that. I am on the Interior Appropriations Committee. I think we 
are going to be in a position to perhaps advance that. 

I am wondering whether the Department of Justice would be 
willing to put forward a formula-funded structure for tribal justice 
programs? We have to be able to have the resources to provide for 
this level of safety and security. 

Can you at least tell us that you are going to look at it? We have 
to make some headway on this. 

Mr. Listenbee. Senator, what we know is that we agree with the 
advisory committee that the current method for providing funding 
for unique financial and criminal justice issues in Alaska does not 
really address the concerns. We recognized this issue some time 
ago because the tribes brought it to our attention. 

At the Justice Department, we developed the Coordinated Tribal 
Assistance Solicitation Process in 2010 and we have been using 
that since then. This process allows the Department to streamline 
the application process and to more effectively address specific con- 
cerns raised by the tribes. 

It also gives American Indian and Alaska Native communities 
the opportunity to focus their concerns on their most important 
criminal justice and public safety issues and then to develop inno- 
vative programs and evidence-based practices to address them. 

Along with that. Senator, since fiscal year 2011, the President’s 
Office of Justice Programs Submission of Budget has indicated and 
requested a 7 percent setaside that would be used for this par- 
ticular purpose. 

We are hoping that 7 percent setaside will be coming forth some- 
time in the not too distant future. 

Senator Murkowski. I would really encourage that. Quite hon- 
estly, folks don’t want to hear that we are engaged in more process. 
They want to know that we have resources on the ground. They 
know that tribal courts are funded in the lower 48; they know that 
they are not funded in Alaska. That doesn’t make sense to them; 
it doesn’t make sense to me. 

We are going to be working on this. We would like the Depart- 
ment of Justice to be working with us. 

Very quickly. Dr. Roubideaux, we have had this conversation be- 
fore about our village-built clinic program and the fact that these 
clinics do not have the funding. They simply do not have the fund- 
ing and yet when we want to make sure that we have behavioral 
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health aides, when we want to make sure that we have our com- 
munity health aides who can he that resource for those who have 
been violated, for those who do need that help, we don’t have these 
systems in place. 

I was just in a conversation yesterday where once again, we are 
concerned that we are not getting any support from the Adminis- 
tration on ensuring that our village health clinics are adequately 
funded. 

We have to have these instruments in place. We have to have the 
protective side through the ability to enforce some level of justice, 
but we also have to have the health side. You have got to help us 
with these village-built clinics. You have got to help us. Yes? 

Dr. Roubideaux. Well, yes, we do want to help. That is why we 
have been working 

Senator Murkowski. But we have not seen that through the 
budgets put forth by this Administration. We have seen zero help 
there. We need you to help us. I am going to be very direct with 
that because we are going to demand that you help us. 

We have been very polite and we have waited a long time. In the 
meantime, we are losing what we have built. 

Dr. Roubideaux. I have heard loud and clear from the tribes. It 
is a very important issue for Alaska and I would like to work with 
you on that. 

Senator Murkowski. It is very important. Thank you. 

Senator Cantwell. Senator Heitkamp. 

Senator Heitkamp. I have just a couple quick comments. Thank 
you all for your work in this very important area and thank you 
for your personal testimony. It is so important that we tell the sto- 
ries and the truth about what really is going on. 

I have a question. None of you mentioned as a potential solution 
better screening of children when they enter the education system. 
I am wondering if anyone wants to comment on whether that is a 
strategy we are pursuing anywhere and if we have better diagnosis 
which gives us a better opportunity for early intervention and bet- 
ter treatment options and outcomes? 

Ms. Boerner. Yes, I do know that the Tanana Chiefs Conference 
in Alaska has implemented such a program. I can ask them to pro- 
vide more information. I will definitely make sure we get that to 
you. I do know they are looking at early intervention and early 
screening starting with the school age kids. 

Yes, there are programs out there. I will get more information 
for you. 

Ms. Enomoto. We are also working on developing clinical meas- 
ures as well as epidemiological measures to measure trauma in pri- 
mary care settings and other settings where we have children and 
adults, as well as in our surveillance instruments looking at meas- 
uring trauma nationwide as it relates to mental health and sub- 
stance abuse. 

Senator Heitkamp. One of the kind of pushes for this Committee 
hearing came out of some work that I was doing in North Dakota 
with a woman there who is dealing with treatment of historic trau- 
ma. 

Great results are being experienced. When we deal with it on the 
front end, we know we have a higher graduation rate, more secure 
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communities, more secure kids and so this is something we can’t 
let another generation go and say, we know you feel our pain, we 
just want you to do something about it. 

This idea that we are worlang on it in the face of these statistics 
is not an adequate response. I think you all know that. 

I will close with that. 

Senator Cantwell. Thank you. Senator Heitkamp. 

Thank you for your leadership. You have been quite vocal on the 
importance of this to Indian Country health overall. We appreciate 
it. 

I would like to go back to you Mr. Listenbee, about the CTAS 
grants, the coordinated tribal assistance solicitation the Depart- 
ment of Justice does. 

I was quoting your statistics about 75 percent of deaths of Amer- 
ican Indian and Alaska Native youth from the ages of 12-20, that 
about 75 percent of that is related to assaults, homicide or suicide. 
The coordinated tribal assistance solicitation I am assuming are 
trying to tackle or get at that issue. 

I know in the case of the Tulalips, they had one last year for over 
$1 million. I am asking about the metrics that the department uses 
to measure the results of those grants. What are the kinds of ac- 
tivities they are undertaking to try to lower that statistic of 75 per- 
cent? 

Mr. Listenbee. Senator, first of all, that statistic is actually sup- 
ported and comes from research done by Dolores Subia Bigfoot, a 
member of the advisory committee, based upon studies that she 
performed. It is a very solid fact. 

In terms of what the department is doing, through the CTAS 
programs, we have a wide range of efforts that are available to ad- 
dress this specific issue. Tribes are permitted, in the various pur- 
pose areas, to follow through and address this particular issue. 

One of the specific things we are doing through the Office of Ju- 
venile Justice and Delinquency Prevention is tribal healing and 
wellness courts. We introduced that in fiscal year 2014. There are 
five courts that have been selected. 

Our purpose is to use traditional approaches and culturally spe- 
cific approaches combined with basic tenets of drug courts to help 
children who have been exposed to alcohol abuse. We are hoping 
that will be helpful. It goes up to age 21. 

Senator Cantwell. What are some of the measurements you are 
using on those grants? How are you coming back and saying, here 
is the amount of money we have spent and how are we being suc- 
cessful with this? What measurements are you using? 

Mr. Listenbee. Throughout the Department of Justice and Office 
of Justice Programs, we have some very standard metrics that we 
use to measure the effectiveness of all of our grants. We are apply- 
ing the same metrics to the specific tribal grants we have also. 

Senator Cantwell. If you don’t have those today, could you get 
them to me or if you have some idea about what they are, either 
way? 

Mr. Listenbee. We are willing to provide that information to 
you. 

Senator Cantwell. Okay, but those are being measured you are 
saying? 
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Mr. Listenbee. Yes. 

Senator Cantwell. Have you come up with anything you would 
like to change based on those metrics? 

Mr. Listenbee. At this point in time, Senator, I will have to get 
back to you on that. I don’t have any metrics information with me 
that would allow me to provide you with specific information about 
that. 

Senator Cantwell. Okay. 

Dr. Roubideaux, I wanted to ask you about better coordination 
between mental health and other tribal services. In my State, we 
are embarking on trying to integrate both behavioral health and 
primary care services for the Medicaid population. 

What is happening in Indian Country to try to integrate those 
same services? 

Dr. Roubideaux. I am glad to hear that because we are very 
committed to integrating behavioral health into primary care. We 
have our Improving Patient Care Program which is our patient 
centered medical home initiative now in 172 sites. 

Next month, their training session is going to be on integration 
of behavioral health into primary care, making sure that we can do 
that so that we can identify and treat these conditions earlier. 

Senator Cantwell. What do you think that means? What types 
of services? I have been impressed as I have traveled around var- 
ious Indian Country health care facilities. For example, in Anchor- 
age, the facility there is almost like the community hub. Everybody 
hangs out there. That is a very positive environment where you can 
see issues of concern or frustration on the behavioral side may be 
brought up right in the environment. 

I have been to other places where the health care delivery sys- 
tem is at one end of the community and maybe not even that fre- 
quently used unless someone absolutely needs it. 

How are we getting to integration of behavioral health? 

Dr. Roubideaux. With our Improving Patient Care Program, it 
helps coordinate the team of providers rather than having mental 
health over here, primary care there, dental here and pharmacy 
there. The whole team of providers is working together to help 
have a better coordinated response to helping identify, diagnose 
and treat the patients. 

It is something that we see as helping. Patients are telling us 
that they are more satisfied and that it creates a more welcoming 
environment as you described. I think we share the same vision of 
that is where we want our system to go. 

Through the training we are providing, the structure, through 
the accreditation process for patient center medical homes, we are 
really hoping that will help us move towards that goal. 

Senator Cantwell. What about programs specifically on the res- 
ervations? What ideas do you have, any of the panelists, for cre- 
ating better awareness on tribal reservations and an entry point 
for discussion, even if it is just education and training for tribal 
leaders or tribal elders or ways to identify problems? 

Dr. Roubideaux. For the Indian Health Service, we do a lot of 
training in partnership with tribes on mental health, alcohol and 
substance abuse, child maltreatment and all those issues. They 
give us opportunities to share best practices. 
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In a number of our programs, we have a lot of evidence-based 
and practice-based programs that can be replicated in other areas. 
That includes not only doing the clinical component of it, but also 
incorporating tradition and culture because we really think that is 
the way we are going to be able to address these problems more 
effectively. 

We have been using more webinars, tele-behavioral health and 
more training to try to make sure that we are not just training our 
staff, but community members, tribal leaders and youth. We are 
working with the schools as well. 

Senator Cantwell. These statistics are so shocking. As my col- 
league from Alaska said, she has been to places and I have cer- 
tainly been to places where the youth have expressed their own 
frustrations. 

My question is, what can we do to better orient these programs 
to somebody really being on site or integration, in this case, with 
the school systems so that these kinds of concerns, anxieties or 
pressure points by students from the behavioral health side can be 
more directly answered immediately, brought to the surface, devel- 
oped or even things their friends and classmates can say, these are 
some of the things that are going on here, this is what needs to 
be dealt with. 

I see you nodding. Dr. van den Pol. Do you have something to 
add to that? 

Dr. Van Den Pol. I am not sure that I do. I was agreeing enthu- 
siastically with your remarks. 

I think there is huge potential in schools to address trauma. One 
of the early studies of trauma treatment was after Hurricane 
Katrina, we were invited to Jefferson Parish to work in the school 
there. 

One of our counterparts who developed the Cognitive Behavioral 
Intervention for Trauma in Schools, Dr. Lisa Jaycox with the 
RAND Corporation, evaluated a group of students who had been 
through Katrina and were sent to a clinic for mental health treat- 
ment and students who were seen in school who received the same 
treatment. 

I believe the students in the school were three to four times more 
likely to engage with the treatment program than students going 
to the clinic. 

We know where the kids are and we can get them there. Some- 
times we need consent for certain kinds of treatments but I think 
in terms of looking for efficient and effective return on investments, 
one setting where we are going to find kids who have trauma is 
in schools. 

Senator Cantwell. Thank you. 

Ms. Boerner, did you want to add something to that? 

Ms. Boerner. I do. Within the Indian Health Care Improvement 
Act there are unfunded authorities that have been passed, one of 
which creates a continuum of care within behavioral health issues. 

One of the recommendations that came from Alaska tribes was 
to embark on training and education programs to encourage more 
tribal members to enter the field. That is something where perhaps 
existing practitioners may be able to develop a program where they 
are more present and more a part. 
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Hopefully we reduce some of the stigmatization that exists out 
there so there can be more open, less taboo discussions, perhaps 
creating that interest within our youth to enter the field. 

Senator Cantwell. I am sorry, I had to confer with my col- 
leagues. The Chairman might be returning. 

You are saying you think there are certain subjects that right 
now there is a problem because people don’t want them more open- 
ly discussed and we should be discussing them more openly? 

Ms. Boerner. I believe that we might be able to pique the inter- 
est of our youth if we are more present out there with these pro- 
grams and create more of a mentorship, an involvement. 

I think there is a lot of stigmatization and a lot of fear around 
mental health and behavioral health issues that is a barrier. It is 
not something I think many of our youth are even considering as 
a possible future. 

I think if you get more of the practitioners out there and involved 
in a sort of mentoring program, thinking of the long term effects 
of having more practitioners and the seventh generation concept. 

What we do today has those lasting impacts. Today, if our action 
is if we need something in the immediate, that is something that 
perhaps we can do, create a greater visibility of how beneficial this 
field can be to our people, then perhaps we will get those kids in- 
volved. 

Then down the line our grandchildren’s grandchildren will be 
more involved and a part of the conceptualization and creation of 
those programs. 

Senator Cantwell. Not to put you on the spot about it, but how 
do you think that is best achieved? How do you think 
destigmatizing behavioral health could be accomplished? 

Ms. Boerner. One reason why I am open about my own personal 
experiences is because it is something that is filled with taboo and 
the discussions are not necessarily happening. I am in a place per- 
sonally where I feel I can be open and I can share those things. 

I have certain protective factors I think that allow me to do that 
and I certainly understand others do not have that but having and 
opening that conversation starts to release a lot. Once people start 
opening up and some of what I have read from the Yukon 
Kuskokwim when they have implemented the ACE study, some of 
the members said, I have never shown that before. It is sort of like 
an “aha” moment. 

I think having them out there, having them visible just creates 
a natural situation where the conversations are happening. Once 
that happens, it starts breaking down those barriers and builds the 
understanding. 

Senator Cantwell. Thank you for sharing that and for what you 
are trying to do to break down the barriers. 

Ms. Enomoto, did you have a comment? 

Ms. Enomoto. At SAMHSA, since the time of Columbine and the 
unfortunate events there, SAMHSA has had a long track record of 
partnering with the Department of Education and the Department 
of Justice in addressing school violence and working to promote 
mental health in schools and prevent violence in schools. 

Under the President’s Now Is the Time Initiative, we have start- 
ed to take that to scale where we want to launch a nationwide ef- 
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fort to integrate schools, communities and behavioral health to 
really promote both mental health literacy, violence prevention and 
create positive school climates in every school in America. 

At SAMHSA, we would look forward to partnering with BIE, 
with tribes and their tribal schools to expand models such as Safe 
Schools, Healthy Students and mental health first aid for youth in 
Indian Country. 

Senator Cantwell. What do you think the next step is? Is it an 
actual agreement with BIE? We clearly see from the statistics we 
have a great need. We may be seeing there are some cultural 
issues or something that may be blocking us. 

Obviously moving to more outreach efforts directly in the com- 
munity, you can see they are desperately needed. 

Ms. Enomoto. Right. We have begun conversations with BIA. 
We would welcome more opportunities to partner with them on 
that. 

Senator Cantwell. Okay. 

Dr. Roubideaux, I would like to ask you about the bed shortage 
issue. Obviously, we cannot simply board people at the county jail. 
Our State is moving towards trying to deal with this. How do we 
deal with the shortage of psychiatric beds in Indian Country? 

Dr. Roubideaux. It is a significant problem you have raised. It 
is something we definitely need to work more on. It is an issue, for 
example, with youth we have our youth regional treatment centers 
in 12 areas but they have a certain number of beds. 

In terms of how we pay for those, we have our Purchase and Re- 
ferred Care Program where we pay for the services. As the funding 
has been increased over the past few years, thank you for your ad- 
vocacy on that, we are able to pay for more referrals and that 
would help us pay for more of those services if beds are available. 
Bed availability is a huge issue. 

Senator Cantwell. Do you have an estimate of what it would ac- 
tually take to service Indian Country? Do you have a number of 
how many psychiatric beds you actually think we need and what 
the distribution looks like? 

Dr. Roubideaux. I would be happy to talk with my staff and get 
back to you with an estimate. 

Senator Cantwell. Thank you. 

Let me see if I had any other questions for anyone else on the 
panel. 

Mr. Listenbee, the advisory committee created by Attorney Gen- 
eral Holder released a report pertaining to criminal jurisdiction 
over non-tribal individuals. Obviously, we deal with the Violence 
Against Women Act. 

What else do we need to do to make sure we are getting justice 
for crimes committed against children? Do we need to do more to 
reform the system? 

Mr. Listenbee. As regards to jurisdictional issues, those are cer- 
tainly very important issues. Having just received the report on 
November 18th, we are reviewing those recommendations and try- 
ing to make some decisions about how best to address that par- 
ticular issue going forward. 

Earlier, you asked about suicide prevention. I want to bring to 
your attention that we have tribal youth programs that have been 
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around since 2010. At that time we were funded at a level of $25 
million a year to focus on developing youth leadership. We have 
been doing that since then. 

Funding has gone down to the $5 million level but we neverthe- 
less bring young people together, we talk to them about leadership 
roles, we have regional leadership groups and national leadership 
groups. 

At those meetings, we do training on suicide prevention for all 
the youth who are involved. This seems to have had a positive ef- 
fect on youth as they have indicated to us. We think this is one of 
the important ways we can address this issue. 

You asked earlier about activities on actual reservations. We 
support mentoring programs on reservations. We think these are 
also very helpful. We have Boys and Girls Clubs on some of the 
reservations. 

I would also like to bring to your attention that the Office of Vio- 
lence Against Women has more than $30 million in programs in 
Alaska. Many of them are in the rural communities and villages. 
They are focusing on developing shelters for women in those areas. 
Those are some of the only shelters available for women to address 
those specific issues. 

Senator Cantwell. Thank you. 

I have to go vote. I will look forward to following up with you 
on the details of those resources. I will turn it over to Senator 
Franken. 

Senator Franken. [Presiding] Thank you. I guess I am the chair- 
man. I recognize Senator Franken. 

Thank you. Senator Franken. 

[Laughter]. 

Senator Franken. I am sorry I couldn’t be here, I had to vote, 
obviously but I thank you for your testimony. 

I have a question that is open to anyone. I would think Dr. van 
den Pol and Mr. Listenbee may have something to say about this. 

This is about the cultural or historic circled trauma as a concept. 
What is the history of that in terms of when was that identified 
or named or understood to be part of what children or anyone in 
Indian Country faces? 

I understand it is now included in the list of traumas in this and 
this is mainly about childhood trauma but when was that named? 
What is the history of that? 

Mr. Listenbee. On that matter, I would have to defer to Ms. 
Enomoto or to Dr. van den Pol. 

Dr. Van Den Pol. Senator Franken, I can’t tell you the first pub- 
lished study that discussed historical trauma. I can attempt to con- 
ceptualize historical trauma with a broader understanding of trau- 
ma. 

For example, part of the definition clinically is that trauma is a 
personal sense of being overwhelmed by a horrific circumstance. 
Two individuals experiencing the same automobile accident with 
the same injuries, one may be traumatized and the other may not. 

You have to ask and that is one of the things that makes early 
assessment and early screening difficult if a young child doesn’t 
have the verbal skills to answer questions about intrusive thoughts 
or insomnia, for example, whereas an adult might. 
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With historical trauma, when we talk to Native people, many of 
them express trauma symptoms regarding loss of land, loss of an- 
cestors, broken treaties, lies that were told and that distress isn’t 
slight, it is considerable. It is clinically significant. 

While academics currently debate the putative validity of the 
concept of historical trauma. Native people experience it and as a 
consequence, I am convinced it is real. I don’t think the first publi- 
cations using that term were more than 20 or 25 years ago. Con- 
versation about trauma began in Vietnam but trauma in children 
began really at the end of the 1990s. 

Senator Franken. Ms. Enomoto, did you want to speak? Anyone 
can speak to this. I am the chairman. Oh, you are the chairman. 
I yield myself infinite amount of time. 

Ms. Enomoto. Administrator Listenbee noted that SAMHSA has 
recently issued a concept of trauma and guidelines for trauma in 
practice. In that, we outline three Es for trauma: how to define the 
individual experience of trauma. First, there is an event or a series 
of events which a person perceives as potentially life threatening 
or which result in physical or emotional harm. 

There is the experience of that event. As Dr. van den Pol noted, 
it could be how the individual perceives or lives through that event 
and then the long term adverse effects of that event. 

For two children who are bullied at school, you might imagine 
that one child who is raised in a nurturing home with safe and sta- 
ble relationships might have more resilience and coping skills in 
order to address that bullying whereas another child who has been 
physically or sexually abused, who has witnessed domestic violence 
or who has been bounced around from multiple foster homes might 
not be able to deal with that bullying in the same way. 

As the science tells us, our bodies are biologically primed to react 
to the world as a more dangerous and threatening place if we have 
experienced multiple adverse events and we have been stimulated 
in that fight or flight mode over time. 

You can imagine that historical trauma, while there are these 
broad political, social, cultural, legal wrongs that have occurred, 
also translate into very concrete actions. The first reports on the 
boarding schools, for example, from the 1960s outlined terrible 
crimes against young children and families. 

In my recent visit to Fort Belknap, I heard a very sad story 
about someone’s grandmother who was sent away to boarding 
school at a very young age. But the gentleman I was talking with 
said, but she couldn’t read. I said, “she went to boarding school, oh, 
they didn’t learn anything there”. They were subjected to forced 
labor, to significant abuse, to the degradation of their culture and 
their language. 

When these young children are removed from their homes for 
three, four, five or ten years and then return home, how can they 
reintegrate into their families? How can they become parents when 
their experience of childhood and their upbringing was by strang- 
ers, by abusive adults, by people who were supposed to be trusted 
who actually violated that trust? 

Those experiences, while historical, play out in families, in 
homes, in communities. Whether it is the historical trauma of the 
Holocaust, the historical trauma of slavery or the historical trauma 
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of the Indian boarding schools, you can see where those things can 
play out in the homes of families with the next generation who 
grow up to witness people who have difficulties with attachment, 
substances, mental illness and so on. 

Senator Franken. Mr. Chairman, may I have a little bit more 
time. 

The Chairman. [Presiding.] Yes. 

Senator Franken. I have no doubt that historical trauma is a big 
piece of this. The way you define it was how your actions affects 
seven generations down. There is historical trauma in a lot of dif- 
ferent senses. One is what a parent does can traumatize. 

I noticed in your attachments that the definition of trauma is 
normal reaction to an abnormal event. These are adverse childhood 
experiences we are talking about. 

What I wanted to get to is that if the idea of, the history of cul- 
tural trauma, historical trauma is new, I would like to say that I 
also think about the absence of cultural identity, the absence of a 
language, and the absence of a cultural identity. 

I am Jewish. I am not a terribly devout Jew but I know I am 
Jewish and it is very much a part of my identity. I probably went 
into comedy in no small part because I am Jewish. It means a lot 
to me and who I am. 

What I have heard from you and read from you, Mr. Listenbee, 
is about culturally sensitive treatments. What I want to know is 
how old that is, what is the history of that and how do we measure, 
how do we begin to measure the effects of that, define it and define 
how we use that because I think that is terribly important. 

Mr. Listenbee. I am not an expert on this issue so I will make 
one brief comment about it. 

The science of adolescent development has grown tremendously 
in the last two decades. Neurosciences have grown. Our ability to 
actually watch the brain as it responds to different types of stimuli, 
using a variety of new tools that have come on line in the last two 
decades. 

That science has become powerful enough so that the United 
States Supreme Court in several major decisions has relied upon 
the science of adolescent development and the neurosciences that 
accompany it. 

I can tell you that these are new sciences for us. We are trying 
and tasked by the various experts with which we deal to do as 
much research as we can to better understand how adolescent de- 
velopment is derailed by trauma. We know that it is but we don’t 
know always how to get children back on task. 

We know that trauma informed care helps but it is still a new 
field. We do know we are heading in the right direction. We know 
that trauma for American Indian and Alaska Native children de- 
rails their normal development. We know a lot of the things science 
is telling us can help us get back on line. 

That is enough to be dangerous, but it is what I know and what 
I have learned from really great experts when I worked with the 
Attorney General’s National Task Force on Children Exposed to Vi- 
olence. 

I would add one other thing. Those experts told us this. They 
said that all American children should be assessed to determine 
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whether they have experienced trauma at every important junc- 
ture, when they go to school, when they go to see their pediatri- 
cians, and if they have experienced trauma and it has derailed 
their normal development, what we need to do is get them trauma 
informed care. 

That is what I know. I know that from the experts but if you 
take me farther than that. Senator, I would have to turn to my es- 
teemed colleagues on the panel to explain the mechanics of it. 

The Chairman. We would love to have you do that except the 
next vote has been called, so I think we have to wrap this up. I 
know I look like I run the 100 in less than 10 seconds but I don’t. 

I just want to thank the panel members for being here. Those of 
you who have traveled long distances, a special thank you. The 
hearing record will remain open for two weeks. There will be some 
written questions. You have been a great wealth of information, all 
of you. I just want to thank you all for being here today. 

With that, the hearing is adjourned. 

[Whereupon, at 3:53 p.m., the Committee was adjourned.] 
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Prepared Statement of Ralph Forquera, Executive Director, Seattle Indian 

Health Board 

Chairman Tester and members of the Senate Committee on Indian Affairs, my 
name is Ralph Forquera. I am the Executive Director for the Seattle Indian Health 
Board in Seattle Washington. The Health Board is an urban Indian health organiza- 
tion partially funded by the Indian Health Service. We provide direct and enabling 
health services for urban American Indians and Alaska Natives in Western Wash- 
ington. 

One of the services offered here at the Health Board is mental health counseling. 
In the last year, with expansion of the Medicaid program under the Affordable Care 
Act, the Health Board has likewise expanded its mental health services to better 
serve Indian youth. Over the years, we have been acutely aware of mental health 
problems among our urban Indian youth. Many face enormous social challenges 
being an Indian living in a city. This often shows up at school where we continue 
to see a high drop out rate among Indian youth and declining academic performance 
starting at the middle school. We are also aware that some Indian youth turn to 
gangs as a way of finding protection from bullying, and as a source of identity. Eor 
Indian girls, this can often result in sexual abuse or in some instances, coercion into 
prostitution and drugs. 

As noted during a recent visit by Chairman Tester to our agency, urban Indians 
continue to be a mostly invisible population. Local resources including law enforce- 
ment and the public schools are ill prepared to address the social and cultural chal- 
lenges that Indian youth face. The Health Board itself has limited resources to 
reach Indian youth. The fact that they are geographically dispersed throughout the 
metropolitan area means that finding Indian youth and offering emotional support 
is difficult. Eor the few that we work with, we know that there are many that re- 
main without the proper attention needed. 

Urban Indians are often overlooked when legislation regarding Indians is consid- 
ered. For example, urban Indians are not included in the Violence Against Women 
Act directives for Indian Country. Funding through the Indian Health Service is 
limited to the single line item in the annual budget, so funds allocated for specific 
Indian health needs, like mental health, may not be available for urban Indians. 
We do receive a small grant for mental health generally from the Indian Health 
Service, but the resource is limited. With more than 7 out of 10 Indians now living 
in cities, according to the 2010 United States Census, a large number of Indian 
youth are living in cities without adequate social, cultural, or clinical support. 

Cities provide unique mental health challenges for Indian youth. In most cases, 
the small number of Indians in any given region of a major city makes their pres- 
ence almost invisible. In schools, there are seldom more than a feNA students and 
often, they come from different tribes with different cultural roots. Because some 
come from families where educational success was not likewise achieved, nearly a 
quarter of the Indians in the Seattle School District are enrolled in special edu- 
cation. While well meaning to get extra help for an Indian student, by placing an 
Indian youth in special education, the child may find this label added to other labels 
that may negatively reflect on their self-image. These unintended consequences of 
educational strategies are only appreciated by the Indian community. Without guid- 
ance from the community to recognize these cultural differences, a school district 
may not think to consider these matters when addressing the educational needs of 
native students. 

While a growing percentage of native youth live in loving homes with supportive 
families, others are not so fortunate. In cities like Seattle, the cost of living is quite 
high and the educational demands for reasonable employment are extensive. In this 
vane, we often find Indian children without proper parental supervision or living in 
conditions that are not conducive to sound mental and emotional health. Drugs, al- 
cohol, violence, and the insecurity that comes from poverty afflict a significant num- 
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ber of Indian youth. The ability to concentrate in school may be compromised by 
hunger or the emotional scars of an unsafe life. 

Statistics are scarce regarding urban Indians. As a mostly invisible population, 
statistics related to Indians in cities is often lumped in the “other” category denying 
local leaders of important information to help plan and advocate for assistance. The 
small number of Indian youth in any single school district makes educational assist- 
ance difficult. Funding for Indian education, like other safety net services has de- 
clined over the last few decades while need has grown. Until and unless groups like 
the Senate Committee on Indian Affairs demand that local municipalities and other 
government institutions collect and analyze data on urban Indians and provide ade- 
quate support, the population will remain invisible and help will never reach those 
most in need. 

Mental health is a serious health epidemic among Indian people both on and off 
reservation. The effects of untreated mental health problems is witnessed in incar- 
ceration, domestic and sexual violence, drug abuse and alcoholism, suicide, poor 
school performance, high — school drop out rates starting in middle school, and the 
many manifestations that accompany mental and emotional disharmony. We share 
the concerns of the members of the Senate Committee on Indian Affairs that there 
is a grave need to expand mental health services for Indian youth. Please remember 
as you deliberate that many of these youth live in American cities. Addressing youth 
mental health must reach beyond the reservation boundaries to American cities if 
the crisis in mental health among Indian youth is to be effectively addressed. 

Thank you. 


Prepared Statement of Rricha Mathur, Policy Research Associate/Program 

Manager, First Focus 

Chairman Tester and Vice Chairman Barrasso, we thank you for the opportunity 
to submit this statement for the record in response to the recent Committee hearing 
on “Preventing and Addressing Childhood Trauma in Indian Country.” 

The First Focus Campaign for Children is a bipartisan advocacy organization 
dedicated to making children and families a priority in federal policy and budget 
decisions. Our organization is committed to promoting policies that serve the best 
interest and safety of children in the child welfare system. As you know, child abuse 
and neglect often contribute to long-lasting trauma in children and can impede child 
wellbeing and healthy development. We are concerned, as you are, by data and re- 
ports pointing to disproportionality in incidence of child abuse and neglect on Indian 
reservations and hope we can identify and promote effective and appropriate pro- 
grams and services to address maltreatment for this vulnerable population. 

A number of societal factors contribute to child abuse and neglect on Indian res- 
ervations. In 2009, 32.4 percent of American Indian children under the age of 18 
lived in poverty. Unemployment rates for AI/AN adults are 14.6 percent — almost 
double that of White unemployment rates nationally. 1.22 Financial instability can 
often strain families and reduce a parent’s ability to manage stress and respond ap- 
propriately to a child. It can often mean that a parent feels unable to meet the 
needs of his or her child(ren). There is also a high propensity for sexual violence, 
substance abuse and trafficking on tribal lands due in part to a historic lack of law 
enforcement on Indian reservations.^ AI/AN women are 2.5 times more likely to ex- 
perience sexually violent crimes that other women.^ These factors and others place 
AI/AN children at an increased risk for abuse and neglect and must be addressed. 

A recent Department of Justice report. Ending Violence so Children can Thrive, 
authored by the Attorney General’s Advisory Committee on American Indian/Alaska 
Native Children Exposed to Violence, underscores the urgent need for additional re- 
sources and supports for this population of children. The Committee found that AI/ 
AN children experience violence at higher rates than any other race in the United 
States and face significant issues due to trauma resulting from exposure to violence. 

’’The immediate and long term effects of this exposure to violence includes in- 
creased rates of altered neurological development, poor physical and mental health, 
poor school performance, substance abuse, and overrepresentation in the juvenile jus- 
tice system. This chronic exposure to violence often leads to toxic stress reactions and 
severe trauma; which is compounded by historical trauma.” ® 

We fully support the Committee’s efforts and would like to highlight several key 
recommendations included in its report: 

1.3 Congress should restore the inherent authority of American Indian 
and Alaska Native (AI/AN) trihes to assert full criminal jurisdiction over all 
persons who commit crimes against AI/AN children in Indian country. 
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Comment: Tribes must be given the authority to adjudicate crimes in their terri- 
tories to deter violence from occurring and to impose penalties on those who commit 
crimes against children. The lack of enforcement by federal authorities to prosecute 
criminals in these areas and the powerlessness of the tribal courts to hold perpetra- 
tors responsible has historically attracted criminals to Indian country. Much of the 
trauma experienced by AI/AN children is the result of violence and empowering 
tribes to carry out justice on their lands will help reduce the incidence of violence, 
and therefore trauma and services needed. 

1.4 Congress and the exeeutive branch shall direct sufficient funds to AU 
AN tribes to bring funding for tribal criminal and civil justice systems and 
tribal child protection systems into parity with the rest of the United 
States and shall remove the barriers that currently impede the ability of 
AI/AN Nations to effectively address violence in their communities. 

Comment: Tribal programs are underfunded and many problems with the judicial 
and child protection programs cannot be solved until more money is invested in 
these programs. The United States, as a trustee of tribal lands and resources, has 
an obligation to ensure the wellbeing of AI/AN tribes. Specifically, increases in fund- 
ing should be made for the Department of Interior: Welfare Assistance and Indian 
Child Welfare Act On-Reservation Programs and the Department of Health and 
Human Service’s Promoting Safe and Stable Families and Child and Child Welfare 
Services programs. 

2.1 The legislative and executive branches of the federal government 
should ensure Indian Child Welfare Act (ICWA) compliance and encourage 
tribal-state ICWA collaborations. 

Comment: A recent policy brief authored by the National Indian Child Welfare As- 
sociation identifies ICWA’s key requirements as: 

1) Encouraging more intensive examination of the efforts to prevent removals 
of AI/AN children and rehabilitate their parents, 

2) Improving the identification of tribal and relative families who can serve as 
placement resources for AI/AN children, 

3) Increasing access to culturally appropriate services, 

4) Clarif 3 dng roles between states and tribes in child welfare matters, 

6) Increasing sharing of funding and other resources between states and tribes, 
and 

6) Stimulating the development of state policy to improve the effectiveness of 
services and supports for AI/AN children and families. 

Unfortunately, implementation of these requirements has been varied and the 
purpose of these provisions is not being met. Lack of oversight by federal authorities 
as well as limited resources appropriated have made it difficult for ICWA to reach 
its potential.® 

2.6 The Secretary of Health and Human Services (HHS) should increase 
and support access to culturally appropriate behavioral health and sub- 
stance abuse prevention and treatment services in all AI/AN communities, 
especially the use of traditional healers and helpers identified by tribal 
communities. 

Comment: Adults with substance abuse and behavioral health issues can endan- 
ger the lives of surrounding children in their communities as well as those in their 
care. Investments must be made in preventative services to strengthen families so 
that children are not exposed to violence, abuse, and neglect in the first place and 
to empower members of tribes through resources and culturally appropriate 
trainings so they can provide services to their peers. In addition, funding and access 
to mental health services by AI/AN children is essential. Investments should con- 
tinue to be made in the Children’s Mental Health Initiative system of care grants 
and the Children and Family Programs circle of care grants. 

Moving forward, we believe the swift and effective implementation of all of the 
Committee’s recommendations is vital to improving the lives of AI/AN children. 

An all too common response to the violence and trauma AI/AN children experience 
is to place them in the foster care system. Yet there are practice concerns that need 
to be addressed. AI/AN children are three times more likely to be reported to child 
protective services and twice as likely to remain in foster care for more than two 
years than their non-AI/AN peers. For example, in North Dakota, AI/AN make up 
9 percent of the population, but 30 percent of the state’s child abuse victims.7 This 
overrepresentation of AI/AN children in foster care can be, in part, attributed to a 
bias in the system, leading child protective services to view certain cultural prac- 
tices as child neglect or abuse, or view AI/AN families as less likely to benefit from 
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family preservation or alternate response, services and supports that would keep 
them out of the foster care system, or even perhaps, that these families are inher- 
ently more likely to be abusive and criminal and removal of a child is almost always 
the right choice. 

ICWA addresses some of these concerns by recognizing the important role of 
tribes in removal and placement decisions and by providing protections to keep AI/ 
AN families safely together and children connected to their communities and cul- 
tures. However, widespread non-compliance with ICWA and a lack of adequate serv- 
ices and supports for American Indian families continues to place high numbers of 
American Indian children at risk of removal and entry into the foster care system. 

We are encouraged by Attorney General Holder’s December 3rd announcement 
that the Department of Justice is launching a new initiative to promote compliance 
with ICWA. States are also working to implement pieces of ICWA into their state 
codes by incorporating new AI/AN specific definitions, ensuring notification to AI/ 
AN parents and tribes of custody proceedings, and increasing collaborations between 
states and tribes. States are also issuing guidance to providers and relevant agen- 
cies to encourage compliance with ICWA.8 We hope that Congress will do its part 
as well and make the necessary resources available to aid the Administration in this 
important effort.® 

We thank you again for the opportunity to submit this statement for the record 
and look forward to working with you to ensure that the recommendations put forth 
hy the Attorney General’s Advisory Committee are fully implemented. 


^ Aspen Institute, Fast Facts on Native American Youth and Indian Country 
(Sept. 2013), Available at http: ! Iwww.aspeninstitute.org ! sites ! default ! files ! con- 
tent / images I Fast%20Facts.pdf. 

2 Simmons, David, Improving the Well-Being of American Indian and Alaska Na- 
tive Children and Families through State-Level Efforts to Improve Indian Child Wel- 
fare Act Compliance (Sept. 2014). Available at: http: II www.nicwa.org ! government ! 
documents IImproving%20the%20Well-being%20of%20American%20Indian 

%20and%20Alaska%20Native%20Children%20and%20Families 2014.pdf 

® Substance Abuse among American Indian or Alaska Native Adults, June 24, 
2010. Available at http:! I www.samhsa.gov I data 1 2kl0 1 182 1 Americanlndian.htm 
^ Patricia T jaden and Nancy Thoennes, Full Report of the Prevalence, Incidence, 
and Consequences of Violence Against Women, pg. 23. Available at https:! / 
www.ncjrs.gov / pdffilesl I nij 1 183781.pdf 

® U.S. Department of Ending Violence So Children Can Thrive, Attorney General’s 
Advisory Committee on American Indian and Alaska Native Children Exposed to Vi- 
olence (Nov. 2014), Available at http: ! I www.justice.gov ! sites ! default ! files ! 
defendingchildhood / pages / attachments / 2014 1 11 1 18lfinalaianreport.pdf 

® Simmons, David, Improving the Well-Being of American Indian and Alaska Na- 
tive Children and Families through State-Level Efforts to Improve Indian Child Wel- 
fare Act Compliance, pg. 4 (Sept. 2014). Available at: http: ! I www.nicwa.org ! govern- 
ment / documents / Improving%20the%20Wellbeing%20of%20American%20 

Indian%20and%20Alaska%.20Native%20Children%20and%20F amities 2014.pdf 

Tomothy Williams, Officials See Child Welfare Dangers on a North Dakota In- 
dian Reservation (July 7, 2014), Available at http:! I www.nytimes.com 1 2012 1 07 1 
08 1 us I child-welfare-dangers-seen-on- 

spiritlakereservation.html?pagewanted=all& r=0 

® Simmons, David, Improving the Well-Being of American Indian and Alaska Na- 
tive Children and Families through State-Level Efforts to Improve Indian Child Wel- 
fare Act Compliance, pg. 9 and 10 (Sept. 2014). Available at: http:! I www.nicwa.orgl 
government / documents ! Improving%20the%20Wellbeing%20ofVc20 American 

%20Indian%20and%20Alaska%20Native%20Children%20and%20Families 2014.pdf 

® Attorney General Eric Holder Delivers Remarks During the White House Tribal 
Nations Conference, Dec. 3 2014. Available at: http:! I www.justice.gov I opa I speech I 
attorney-general-eric-holder-delivers-remarks-during-white-house-tribal-nations 
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Prepahed Statement of Gwendolyn Puryeah Keita, Ph.D., Executive 
Director/Public Interest Directorate, American Psychological Association 


Destt C3!3&®as I'Sste- 2 ad Ctsalmsifi Bsrasso; 


Osi bdialf flf Eeady i3C,TO sseabsts aad aSii^eS ifet AiSK-Icsi 
Assw^lfent {AFA), I to cotssKnd yoar leadw^p in Bw NsvehAct !9, 3014 

Overai^il HiMrloe On ’’Fcoiectii^ crar CWIdrsn'B Mentnl Hfealth; Pfeventing and Addressing 
Cbildbootl TViiUroo in Indian Country." 

APA has a togstanding commitaent to isnp raving conditions in Indian cowtiy and increasing 
access to mfintat health cesonrccs for oiirmosS: vsilnarablepopuhtdoas, 'Ihls hi especially tnie as it 
pcctniru to the need Id htiter mtderaSsnd and address childhood ctsuma issues bi Amerjcait 
fediait/AIastet Kative (A I/AN) cosnasoitte, ^ hsari^ uttd«s«wcs lha siecasHEy asr Congress 
Bj redoidji* Its eSsits to feveK 5r ^tevcslion, cMly iiEerYEtSiws- end ireatmiaa pi^tanrs and 
arsTKCS ftw hfafive Amsilcsa yssitfe. 

We applawd your inclusim of psj’chalngtst Pdeh van den Pol, Pli.O., Of die National Natlw* 
Children’s Trowina Center at the University af Montana on the witness pimel, Dr. van den Pol’s 
center is fiindcd by the Substance Abuse and Mental Health Services Adiiucislralion under the 
National Cbiltl Trauniatic Stress Network which plays an instrurneniid rale in developing 
effective evirfeuen'btiSBd treatments and iW^gUfees to better help traurrltitted chSdtea. Iheif 
Emilies and bonununities tspe and heal. 

Messawsr, as aseflifeosi to the hsEit^, tit®s. e sriiataHUal nsaal to IgErome Ste -ruimhef C^ 
andreKSn todlstariy esR^e^t^oydjetogiste fet^Kits^snEsISes, AEtoaglteinost vdnabfer^ 
initiafives to addfra? this pra^dei shestage is the /ttfa PsyciWdgy (fePsydt) pogram, 

first aiehlrir^ip opps^aiddes fer 

Alf/Wstudaitts. who.are ^srB^ei'pinSoingtc^^'to in. psypho’oEy. We bops that Congress wiB 
support this vital program and expand its funding .as called fer thiou^ Ae reRUthorizafion of the 
hidian Haalttv CWR Tmprovenjdfll Aclin 2D1 0 iniihe Affordable Cbie Act, 

Our association stands ready to be a cesouroa to the Senate Indian Afthtrc Committee and your 
offices. We-lpok .forwardip workmf .Wldiy.ou in Ihe I !4‘*‘ Congress to Cttsurs child trmim issues 
and wnvidsr tfainuiR in Tnffim cJotto&y rraiBmS’ a i^^tive and avaraiSht juiority. . 
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Prepared Statement of the National Indian Child Welfare Association 

(NICWA) 


The Natlonat Indian Child Welfare Aasocialion (NICWA) is a nafional American Indian and Alaska Native 
(AI/AN) nonpront organizaiion located In Portland, Oregon. NICWA has provided technical assistance and 
training to tribes, states, and federal agencies on issues pertelning to child maltreatment, Indian child 
v/elfare, children's mental health, and juvenile juslioe for over 30 years. NICWA Is a leader In the 
development of public policy lhat supports Iribal self-determination in child welfare, children's mental 
health, and juvenile justice systems, as well as compliance with the Indian Child Welfare Act (ICWA). 
NICWA also engages in research to support and inform services and policy for AI/AN children and 
Emilies. NICWA is the nation’s most comprehensive source of information on AI/AN child maltreatment, 
child welfare, and children’s mental health issues. 

We would first like to thank the committee members for their interest in the well-being of At/AN children 
and iamilies. There is no effort more important than the prolection of AI/AN children, the prevention of 
childhood exposure to violence, and the treatment of trauma. This hearing was called In response to the 
Department of Justice (DOJ) Raport Issued by the Attorney General's Advisory Committee on AI/AN 
Children Exposed to Violence titled Ending Vra/enoa So Thai Chlldrsn Can Thrive, This tesllmony will 
review critical areas where AI/AN children are exposed to violence and highlight Ihe most Important 
related recommendations in the report. 

It is our sincere hope that this hearing Is the beginning, and not the end, of this crucial conversation. 
Tribes work tirelessly to keep their children safe but there is sdll much that the federal government can do 
to support these efforts. 

Child Pratection 

Civil Cases 

The pneventicn of, and response to, child abuse and neglect in Indian Country involves many different 
governments, service providers, and governmental systems. Without coordination at each step, families' 
needs can gourmet and children can be left In dsngar (Cross, 2005}. At the heart of Ihe problem are 
Jurisdiction and funding. 

In P.L. 280 states, tribes face unique Jurisdiction and service responsibility challenges when child 
protection systems respond to reports of child abuse and neglect The Issue of whether states have 
concurrent jurisdiction with tribes on tribal lands In P.L. 280 areas has not been fully resolved. Further, 
many states believe they have concurrent jurisdiction on tribal lands — a tmubllng position that some 
courte have affirmed. Where concurrent jurisdiction has bean asserted, jurisdictional authority and service 
responsibility can be uncertain. This often result In delays In oivi! (child protectlon/chlid welfare] responses 
to reports of child abuse involving AI/AN children on tribal lands. 

Some tribes in P.L. 280 states have been able to develop Intergovernmental agreements to sddness 
these juriadiclional and service responsibility chellenges. Due to some states' reluctance or unv/illingness 
to negotiate agreements, many tribes have not been able to develop agreements and confusion 
continues. Although ICWA provides for the re-assumption of civil child welfare and child proteclfon 
jurisdiction (25 DSC § 191 8), ihe current process is very burdensome and can take two or more years to 
complete. 

Although all tribes recognize the Importance of prevention, and many provide programs that incorporate 
child abuse prevention activities, they do so with little or no federal support. Furthermore, the prevention 
v/ork they do is in communities with families thal ere at a higher-then -average risk tor child abuse and 
neglect. Tribes do have access to some funds that are flexible and can be used to prevent and intervano 
in child mallraatmant cases. Due to the limited funding available for tribal child welfare generally, 
available flexible funding sources are often used to support non-prevention, non-child protection crisis 
management services. 

Key Taskforce Reeommendatians 

• Recommendation I.4.B. Congress shall appropriate, not simply authorize, sufficient 

substantially Increased funding to provide refiable tribal base funding for all tribal programs that 
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impact AiWN children exposed to wielence. This Includes tribal criminal and cMl Justice systarns 
and tribal child protectian syalems. At a mihimum. and as a helpful starting poirtf, Congreas shell 
enact the relevant funding level requested in the National Congress of American Indians (NCAI) 
/mJ/an Ccuntiy Budget Request for FYZOIS. 

a Commenf. Funding must provide flexible cppcrtunltles that allow tribes to design their 
child waliare services to meet the needs of their children and families. Priority programs 
include: 

> Department of the Interior (DOiJ: Indian Child Protection and Family Violence 
Prevention child abuse prevenlion and treatment grant programs (IdS million in 
authority) 

• Departmentof Health and Human Service (DHHS): Community-Based Child 
Abuse Prevention ($60 million}; Child Abuse Discretionary Activities ($35 million) 

0 The grant previsions of the Indian Child Protection and Family Violence Prevention Act 
(P.L. 101-630) must be fuDy funded. Since this law's passage in 1931 , no federal agency 
has requested fundlrtg for its three authoriaed grarrt programs. Consequently, Congress 
has never appropriated funds tor these critical programs. These grant programs ere the 
only funds dedicated for tribal govemmenta to support (1 } child abuse treatment; (2) child 
abuse prevention and invesligalion of child abuse reports; (3) family violence prevention 
and treatment services; and (4) the establishment of Indian child resource and family 
service centers to assist tribes with the Investigation and prevention of, as welt as 
treatment for, victims of child abuse and domestic violence. 

a Tha Child Abuse Prevenlion and Treatment Act contains funding for states Ic provide 
community-based child abuse pfievention and other child abuse discretionary activities. 
Tribal governments, however, areonly eligible fora minuscule amount of these funds. 
Tribal child abuse prevenrion funds come through a 1% set-aside lhat tribes share with 
migrant populations that amounts to two tribal grants every three years of approximately 
S300.000. 

• Recommendation 1.7. The legislative and executive branches of the federal government should 
encourage tribal-state collaborations to meat the needs of AI/AN children aigiossd to violence. 

0 Commenf: The Bureau of Indian Affairs (BIA), in consultation with iribes, must refonn the 
process for tribal re-assumption of civil child welfarefchild prof ecticn jurisdiction in P.L. 
280 states under ICWA 25 U.S.C. § 1918. 

o Commenf; Congress must establish a mandate for P.L. 280 slates to negotiate the 
development of inlergovemmental agreements that address jurisdictional and service 
responsibility challenges in child welfare "in good faith" with tribes. 

Criminal Cases 

An important part of protecting children from violence and preventing trauma includes the ability to 
prosecute all Individuals who perpetrate crimes of sexual and physical abuse against children. These 
individuals pose a serious risk to tha safety to the community and its children. The complicated scheme 
that governs jurisdiction In criminal cases committed in Indian Country can bs summarized as fbllcws; 
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M cnmss P.L 280 



1 .JurfBdtctfon P.i;j:2aO'State„J>: i!' 


Indian accused. Indian vrclfm 


Indian accused, n a rv^ndlan victim 

1 Stale novemrnant and trthalqof.'arrcnant I 

Kon-Indian accusad. Iridlan victim 


Non*1ndian accused, nan- Indian victin 

1 State covernrrent 1 


In general, the complexity of this scheme is often cause for ptoseoulionE to fali through the cracks. The 
most significant gap In this jurists ictionai scheme is that any crime committed by a non-Indian against an 
Indian cannot ba prosecuted undar Itibal jurisdiction. Unfortunately, when it comes to non-P.L. 280 states, 
the federal govern merit declines to prosecute the majority of these crimes. According to Figures compiled 
by the Transactionel Hecords Access Clearinghouse at Syracuse University, prosecutors declined 62% of 
cases Involving serious crimes In Indian Country. Specifically, the government rejected 61% of cases 
involving charges of sexual abuse of children. In contrast, the Justice Department declined 20% of drug 
trafficking cases nationwide (WBDams, 2012). Although the Violence Against Women Act (VAWA) 
Reeuthorization Act of 201 3 corrected for this problem in siluations of domestic violence, it did not include 
provisions for child abuse, and does not recognize the jurisdiction of Alaska Native villages. This means 
that currently, cases of sexual abuse by a non-Indian offender against an AI/AN children often go 
un prosec tiled. 

Key Taskforce Re com mend alio ns 

• Recommendation 1.3. Congress should restore Iheinherentaulhority of AI/AN tribes to assert 
full criminal jurisdiction over all persons who commit crimes against AI/AN children in Indian 
Country, 

• Recommendation 5.1. D. Congress should repeal Section 910 of Title IX of the VAWA 
Reauthorization Act of 2D1S, and thereby permit Alaska Native communities and their courts to 
address domestic violence and sexual assautt committed by Iribal members and non-Natives just 
as in the lower 48 states. 

• Recommendation S.I.E. Congress should affirm the inherent criminal jurisdiction of Alaska 
Native tribal governments over their members within the external boundaries of their vllages. 

Child Welfare Intervention 

Tribes have an important relationship with their children and families: they are experts in the needs of 
AI/AN children, best suited to effectively serve those needs, end most able to improve child welfare 
outcomes for these childntn (Nattcnal Indian Child Welfare Association & Pew Charitable Trust, 2GD7). 
Self-detemnination is necessary to good outcomes for AI/AN children and families. 

Essential to successful tribal child weliare is law that provides tribes the freedom to design and implement 
programs that meet their community's needs, culturally competent support and technical assistanrie from 
federal agencies, and a budget that avoids unnecessary restraint to tribal decision making. Bast practice 
in btbal child welfare is shown in the following diagram where the sloping line signifes Ihe amount of time 
and resources necessary for a given Tntcrvantlon. 


' tn 2Q1S. ttie Vklence Sgalnst Woman Ad exIBndBd cPotnBljiirladlctlDntotrtbBBtDBnBure IhBl OBn-UidlBO rreipelratarB of 
Inlerpersonai viols nee oould be prosecutsd in tribal sobita. 
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Curienfly tribal child welfare Is grossly underfunded and the funds that are available are heavily biased 
iBwarri frcter care and permanency outside the home. Unfortunately, funding for tribal child welfare 
resembles an inverse configuration of the diagram above where more of the resources are located at the 
end of the child welfare process (removal from home and permanent placements outside the heme) 
Instead of v/hsre services can be useful in preventing mallreatment and removal from the home. 


Key Taskforce RgoommendatTons 


• Recommendation 1 .4 .B. Congress shall appropriate, not simply authorize, sufficierrt 

substantially Increased funding to provide reliable tribal base-funding for all tribal programs that 
imparjt AlfAN children exposed to violence. This includes tribal ctiminel and civil Justice systems 
and tribal chilrl protection systems. At a minimum, and as a helpful starting point, Congress shall 
enact the relevant ftinding level requested in the NCAt Indian Courrtiy Budget f?erjoest for 
FVZOiS. 


o Comment; Funding must provide flexible opportunities that allow tribes to design their 
child we l^re services to meet the needs of their children and ^mOles. Priority pmgrams 
Include 


■ DOI: Welfare Assistance (SBO milltan), indian Child Welfare Act On-Reservation 
Program (Tribal Priority Altocalion — S15.6 million; Self-Govemance — $16.S 
million) 

■ DHHS: Promoting Safe and Stable Families (S76 miliion discretionary; $345 
million manrtalory), Child Wetfane Services ($ZSD million) 

□ Comment; Congress should reform federal child welfare financing. The new funding 
measures should create a balanced and sustainable base of funding for tribes and slates. 


Reform should hocus on supporting the prevention of child maltreatment and In-home 
services that strengthen families to reduce the need for out-of-tiome placements. 
Additional resources should be provided specifically to tribal communities for trealment 
services that address childhood trauma, parental substance abuse, and historical and 
present day trauma experienced by many parenis. 
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• Recomrnendatian 2 . 2 . The BIAin the DOI, (he Adminislration tor Children and Families (ACF), 
and iribes, within one year of the publication of ihis report should develop and submit a written 
plan lo the White House Domestic Policy Council, to work collaborativelyand efficiently to provide 
trauma-Intomied, culturally appropriate thbel child wel^re services. 

• Recammendation 2.3. The ACF of the DHHS, BIA In the DOI, and tribes Should collectively 
Identity child welfare best practices and produce an annuel report on child welfare best practices 
in AlfAN communities that is easily accessible in Iribal oommunities. 

Indian Child Welfare Act Compliance 

Family “Is the single most important survival mechanism of [AlfANj culture; it follows that Indian child 
wellaie practice should focus on Uie home and family as its most important point of intervention" (Cross, 
19SSa, p. 3). Yet AlfAN children continue to be removed from their homes at alarming rates, even though 
"formal foster care services are still foreign to Indian culture' (Cross, fSSSb, p. 3}. This culturally 
inappropriate intervention is axtremely Iraumalic for AI/AN children and Emilies. Removal and foster care 
should be “the last line of defense after ail atternpte have been made to strengthen the family so that a 
child can remsin In his orher ovm home" (Cross, ia95b, p, 5).^ This, however, is not how state systems 
workwilh AlfAN children and families, in spile of tire requirements present in ICWA that mandate this 
practice. 

ICWA requires state child welfare agencies to provide active efforts to support Native tomilies so that 
children can safely remain in their homes. When removal Is necessary, ICWA mandates that slates place 
Native children In family and tribal faster cate. ICWA also provides tribes, like states, the opporturrity lo 
portierpale in child welfare decisions involving their citizen children and families. Where tCWA is follovred, 
AI/AN child welfare goals are met These successes indude safsty, permanency, child well-being, and 
family well-being (Limb, Chance, A Brown, 2004). Stale child welfare systems end private adoption 
systems, however, are straying from the raquirerrents of the law. There is recent research documenting 
non-compliance with most of the key provisions of ICWA 

Non-compliance (s likely due to the fact that there is minimal oversight of ICWA implementation, ICWA 
was enacted without providing sanctions tor non-ctrmpliance. Incentives for effective compliance, a data 
collection requirement, or a mandate for an oversight committee or authority to monitor compliance. 

Key Taskforce Recommendations 

* Recommendation 1 .4.B. Congress shall appropriate, not simply authorize, sufficient subslanllally 
increased funding to provide reliable tribal base funding tor all tribal programs that impact AI/AN child 
welfare systems. At a minimum, and as a helpful starting point. Congress shall enact the relevant 
funding level requested in the NCAI Indian Couniry Budget Raquest forFVZOiS. 

a Comment Priority programs: 

■ DOI: Indian Child Weltore Ant On-Reservation Program tTribal Priority 

Allocation — $15.6 million; Solf-Govsmance— S16.5 million); Indian Child Welfare 
Act Off-Reservation Program (35 million) 

• Recrummendafion 2,1 . The legislative and executive branches of the federal government should 
ensure ICWA compliance and encourage tribal-state ICWAoollabarations. 

o Comment The executive branch must fbllovr up in states where there is knowledge of 
teWA non-compllance. When ACF becomes aware of ICWA nan-compiianoe via Child 
and Family Service Reviews or other sources, it should take action to assess the source 


* added lathis equallan is Ihalasacy □! iwhoval UiatAITAN chBdiaa have raced. Farnaad/a oanluiy, AVAM ehlcrrenv,efa lafnavad 
fram tlieir names endplaaadmrcsUcallsIscliMlswliersroinielsducaliamvssijsedaseii essimi lalloii Isellc (Uanas, TiMea, & 
(asinas-siarer, zixiaj. Feraecstfesin iha isdds, AirANehirdieawsresystsrricsiiy removed trom ttieirnomes and piaoert in white 
hunea withoal goad causa or due ptocassJn an alfbrtlo asalmilata IJonaa, TPden, SGarme-Suinar, 2006}. Eacti rannoval of an 
AVAN ehM from h w Iromo. family, and«nwiunltyisanactol\1«tence. Unforttinatoly. AVAN chlldian aro often sobiccled to this 
violanca: AVAN cNirdian era gvenapragented In foster care at rotss that exceed all other poitutallotia tn the United State® (StinBnera. 
Woods, & Conovan, 2D13), 
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and scope of non-oomplianoe and provide assistance to stalea to improve ICWA 
compliance. 

o Comment: The esrecutive branch rnust Improve monitoring of tribel-stafe relations in child 
vraliara, and increase efforls to educate states about the benefits of tribal-staie 
collaboration and best practice models that are working. Incentivlzing state participation 
In these effiorts to Improve service coordination and coliaboratinn is also necessary. 
Recommendation 2.1 .A. Within fv/o years of the publlcaticr of this report, the ACF in the DHHS, BIA 
in the DOI, and tribes should develop a modernized, unifed data-collection system designed to 
collect Adoption and Foster Care Analysis Reporting Systems and ICWA and dependency data on 
A!/AN children who are placed In foster care by their agency and share that data quarterly with tribes 
to allow tribes and the BIA to make inforined decisions regarding AI/AN children. 

a Comment: Initially, states mustbe required to collect ICWA data. This may be done as 
part of existing data oolleotion measures, but cen also be done in separate data oolleotlor 
aclMlies (Adoption and Foster Care Analysis and Reporting System and National Child 
Abuse and Neglect Data System]. States are already requlrad to report a variety of 
measures on the children in their care. Requirements pertaining to ICWA, including a 
determinaticn of ICWA eligibility, tribal notificatian, active efforts provided, placement 
according to placement preference, and other conoems related to AI/AN child welfarE, 
should be added to these requirements. Including ICWAInrfornnation in slate reporting 
requirements would provide the information necessary to improve federal oversight and 
evaluate national ICWA compliance. These data will uHimataly help target resaurce 
allocation and areas needing further policy development. 

Recommendation 2.I.B. The Secretaries of the DOI and DHHS should compel BIA and ACF to work 
together oollaboraitively to crdiect data regarding compliance with ICWA in state court systems. The 
ACFandBIAshouidworkoollaborativelyto ensure state court compliance with ICWA. 

o Commenf: ACF should contractwith ICWA experts to perfbnn a thorough review of the 
ICWA compliance meesunns states are cumenlly using. The results of this review should 
be compiled into comprehensive best practice documents and a toolkit for states to use 
to increase nationwide ICWA oompliance. There is cuirenlty no national source of 
comprehensive inferrnation on the innovative ICWA cempliance measures states are 
taking and the creative tribal-stata collaborations occurnng. Collecting and disseminating 
this information will help states think creatively about what they could do to ensure ICWA 
compliance. 

Recommendation 2.1 .C. The BIA should issue regulations [not simply guidelines) and create an 
oversight beard to revietv ICWA irTtplemenlallon and designate consequences of non-compliance 
and/or incentives for compirsnee with ICWA to ensure the effective implementation of ICWA 

o Commenf.- We cemmervd the BIA's efforts to review and revise the ICWA <3uWe/ines Tor 
State Courts originally created in 1979. The goal of the review should be to include 
requirements In the form ol regulations to the extent legally defensible. The guidelines 
are designed to help state courts effectively implEment ICWA, Nonetheless, there are 
numerous case law examples of courts disregarding the best practices, definitions, and 
interpnelation delineated in the guidelines. Regulalions, which cany different legal 
authority, cannot be so readily ignored. Translating the guidelines, to the extent possible, 
into reguiations tvill improve ICWA oomplianoe. 

Recommerdation 2.I.D. The DOJ should create a position of ICWA specialist to provide advice to 
the Allomey General and DOJ staff on matters relative to AI/AN child welfare cases, to provide 
support In cases before federal, tribal, and state courts, and to coordinate ICWA training for federal, 
tribal, and stale Judges, prosecutors, and other court personnel. 

o ComniBnfr Currently, the DOJ engages in ICWA litigation via amicus curiae brtefs which 
are Witten and filed by the Environment and Natural Resources Division of the 
Department of Justice. This department, however, lacks necessary expertise in family law 
and In ICWA specircally. Forlhese reasons, the DOJ should create e epecia] counsel 
position for Indian child welfare. Furthermore, because ICWA violations are themselves 
civil rights violations, as well as intricately entwined with larger Issues of bias in the child 
welfare system. This position, tharwfore, should be placed In the Civil Rights Division 
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where they can morllor and engage In on-goIng liligallon as well as aftirmaliVEly 
investigation, litigate, and remedy ICWA non-complianoe. 
o Comment: The DOJ should conduct sn ICWA compliance investigation. The levels of 
dispropcrtioralty, patticularly in states with high AI/AN poputetitHta, and thesRidies that 
show bias treatrnsntof Ai/AN tamSIes In state child welfare aid private adaption ^slems 
aliude to systetnic dvil rights vicri^ons of AUAM children and fantflles, OO.i's Civil ft^te 
dlvtsicn must look inhi these trcru&ring practfcsE. 

C hildren’s Mental Health Services 

Today. Ai/AN ohlldten and cammunities grapple ■with complex behavioral health issues at higher rates 
than any other community. Mental health Issues are not only Iba product of childhood violence and 
trauma, they are also often the impetus for adults perpetrating violence on or In the presenoa of Al/AN 
children. When children’s mental health Is not addressed directly It only perpetuates the cydes of 
violence. 

To understand the behaviorsi health neetfe of Ai/AN tdiildrert and youth, the legacy of trauma that has 
teen visitsd upon this poputeticn must 'as rscegcissd. Past treat/rent has iefi A!/.W psopla With 
unrescSved historical trauma (YeSwv Horse Brave Heart and OefJruya 199B) imd si sootaily and 
geographic^ty isclated communities that rank sL the batlom of a ntenber of sactseconomic indicators 
(NCAl, 2C12) — rWt factcra far mental and hehavloral health issuss. Resources to address mental 
health needs in tribal communities are currently InsuffidenL Inadequate funding, uncoordinated health 
systems, and a shortage of mental health professlcnals are Key baniers to the development of successhil 
inlerventions (Novins & Bess, 201 1). 

Some tribes have begun to oraa^ integrated family- and youth-driven, culturally and linguisfleally 
competent, strenglh-based cllild weliare programs that are auDcesafuity meeting the mental health needs 
of youth. These models take years tocreateand substantiai Inf/aslructurs to support. 

KevTaekicrce Recommendatiens 

• Recommendatioji 14.B. Ccngross shall appropriate, net sbppiy sjftioriae. sefficient substanhaity 
increased funcSne to provide reliable tribal base futtdit^ for 3i! trfosJ pr^rame (hat frnpBCt AI/AN 
Children exposed fo vioience. This Inciuifes triba] ciiroteal and civil justice systems ar^ tribal child 
protection systems. At a minimum, and as a helpful starb'ng point, Congress Shall enact the retevant 
funding level requested in the NCAl Indian Cauntry Badgot Request forFY20i5. 

o Cammmi: Funding must provide flexible opportunitlesthatallov/ttlhesto design their 
children’s mental health services te meet the needs of their community. Priority programs 
IncTude: 

» DHHSt Programs ef Re^onai and Nailonal Significance: Children and Family 
Programs ($6.5 million), and Childran's Mental Health SarvicEs Program: 
Children's Mental He^lh Initiative ($117 mifiiop); Tribai Behaviora! Health Grants 
{S5 Miliier) 

■ Recommendafions 2.6 The Sewetary Heaffii and Hunnan Servfcss should hcreese and support 
access to oulluraNy appropriate beh.avlQrat heaiSi services in all AllAH communities, especially the 
tiseoftradilional hsal^ and heip^ identified by Irlbai communities, 

o Com.men/.‘ Tribal system of care (system of oate and circle of care) initiatives ere 

essential children's mental health programs that should be supported to the fullest extant 
end spedrcelly authorized. 

■ Children’s Mental Health Initiative system of care grants support a community's 
efforts to plan and Implement strategic approaches to mental health services and 
supports that are family-driven; you lii -guided; strengths-based; culturally and 
Cngulsticalty competent and meet the intellectual, emotional, cultural, and social 
heads of chSdtsn and youth. Since 1993, 173 total prdects have bean funded, 
dozens of-wbish have been in Iribal oommurafes. Currently, 17 tribal 
owirouhities ere currontiy funded, 

• The Childrsn and Family Pr^rams cireie of ears grentsfToyfdefuridkigtorlhe 
same work as the system of care program. This granl program, however, la the 
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only SAMHSA grant program Ibat is focused specifically cri AI/AN children's 
mental health needs. It is also the only SAHMSA program that allows tribes and 
tiibsl organbtatlons to apply without competing for funding with other 
governmental entitles such as states, counties, or cities. There are currently 
seven oommunities receiving circb of care funding. This grant progrem must be 
speclEically authorized to ensure tribal access to these important funds. 


Juvenile Justice 

AlfAN youth are over-represented in state and federal Juvenile justice systems and secure confinemenl 
(Aiya & Rolnlck, n.d.). In feet, dlsproportionalily is present for AI/AN youth at each stage of the 
delinquency process nationwide, with the exception of arrests (A^a & Rotnlck, n.d.]. Anecdotal evidence 
suggests that Incarcerated AI/AN youth in general are much more likely to be subjected to the harshest 
treatment in the most mstridive environments and are less tikely to have received the help they need 
from other systems. 

Treatment of Indian youth is complicated by the rnulli-jurisdictionai framevrarh applicable to AI/AN 
Juveniles involved with the Justice system. Depending on where activity occurs and the nature of the 
activity, an Indian youth can be subject to federal, state, or tribal law. iCWA recognizes that tribes have 
unique rights that must be preserved regarding the placement of their children and the continuity of their 
families. Currently, In Ihe case of slalus offenses, ICWA applies to AI/AN youth who maybe removed 
from their families through the state court system. The act provides safeguards for AI/AN youth who may 
be placed outside of their home by mandating tribal notifioation in those proceedings and the possibility 
for liansfer to tribal court. The v/ell-kncAvn failure of slate courts to apply ICWA's protections to AlfAN 
juvenile slatusnffenderswhDhavebeen removed or are at risk of being removed from th eir homes 
undermines the rights of bibes as sovereign nations. Where the Juvenile act constitutes a crime, hoivever, 
the safeguards of ICWA do not come into effect. 

KavJLasktPifie-Be.cflwmendalroos 

• Recommendation 4.1. Congress should eulhorfze additional and adequate funding for tribal Juvenile 
Justice programs, a grossly underfunded area, in the form of block grants and self-governance 
compacts that would support the restructuring and maintenance of tribal Juvenile Justice systems. 

• Recommendation 4.1 .R. Federal funding for state juverrile Justice programs should require that 
states engage In and support meaningful and consensual consultation with tribes on the design, 
content, and operattan of juvenile justice programs to ensure that the programming is imbued with 
cultural integrity to meet the needs of tribal youth. 

• Recommendation 4v». Federal, tribal, and state justice systems should only use detention of AI/AN 
youth when the youth Is e denger to themselves or community. Itshould be close to the child's 
community and provide IraumaJnfcmned, culturally appropriate, end individuelly tailored services, 
including reentry sen/ices. Alternatives to detention such as ‘%afe houses' should be significantly 
develop In AI/AN urban and rural communities. 

• Recommendation 4,6. Congress should amend ICWA to provide that when a state enurt initiates any 
delinquency proceeding involving an Indian child for acts that took place on the reservatlrm, all of the 
notice. Intervention, and transfer provisions of ICWA apply. For all other children involved in state 
delinquency proceedings, ICWA should be amended to require notioe to the tribe and the right to 
intervene. At first step, the Department of Justice should establish a pilot project that would provide 
funding for three slates to provide ICWA-type notification to blbes within their state whenever the 
state court initiates a delinquency proceeding against a child from that tribe which includes a plan to 
evaluate the results with an eye toward scaling it up for all AI/AN communities. 

o Comment.' ICWA should be amended to ensure that states recognize tribes' jurisdlctronal 
authority over delinquancy prooeedings involving an Indian child for acts that took place 
on the resenration. It should also be amended to provide lhat where a slate court has 
obtained Jurisdicti on over such acts, pursuant to federal law, and the state court initiates 
any delinquency proceeding involving an Indian child feraols that took place on tne 
raservaiion, all of the notice, inieivention, and transfer provisions of ICWAv/lll apply. For 
all other Indian children involved in state delinquency proceedings, ICWA should be 
amended to require notice to the tribe, a right to Intervene, and transfer provisions. The 
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act shall also provide for a set of preferences. The first preference shall he release of the 
child to his or her parents, relatives, or another placement that does not involve 
confinement Where that is not pt^sifale, the preferences shouid provide for a placemenl 
that is rehabilitative with a pref^encefortribaifaoitilies, foliotved by a program approved 
by the child's bibe near the child's family and tribe, 
o Copment; DOJ, BIA, and ACF should develop an initiative to Improve state education 
and compliance with current provisions In ICWA that provide for the protections of notice, 
intervention, transfer, and to the extent applicable, placement provisions for Indian 
children who are in state juvenile Justice systems for status offenses. The Office of 
Juvenile Justice and Delinquency Prevention should increase eduoadon efforts and 
create a data oolIecOorVoversIght mechanism to ensure compliance with this already 
existing, hut undenJiilieed Juvenile justice prole rrlion. 
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Response to Written Questions Submitted by Hon. Jon Tester to 
Rick van den Pol 

Question. One of the stated goals of the National Native Children’s Trauma Cen- 
ter is to significantly increase the cultural relevancy of the interventions it dissemi- 
nates across Indian Country. In its trainings and consultations, how exactly does 
the Center work to ensure that cultural practices are incorporated into treatment 
for behavioral health? 

Answer. In the thirteen years that we have been treating youth with trauma in 
Indian Country, we have seen a positive shift in the willingness of federal agencies 
to allow Native cultural practices to be included in evidence-based trauma treat- 
ment. 
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In about 2003, the 40-year old field of Implementation Science was not well un- 
derstood. Implementation Science is concerned with “high fidelity” implementation 
of treatment protocols. Procedural deviations were considered methodological and 
clinical flaws. However, during the past five years Implementation Science has ex- 
panded to include “treatment optimality,” and the inclusion of cultural practices has 
proven an excellent fit within a framework of treatment optimality research. 

In fact, when we first began including Elders and Healers in school-based trauma 
treatment we expected criticism from the field and from our sponsors for failing to 
have a high fidelity trauma treatment protocol. But currently when we speak of 
treatment optimality, we find strong support among our peers, editors and grant of- 
ficials. At the November 2014 SCIA Oversight Hearing, it was truly dramatic to 
hear officials from SAMHSA and OJJDP explain that they uniformly support treat- 
ment innovations that include cultural practices. 

“While not conducive to short-term change, we have developed three develop- 
mental approaches that seem to support long term relationships with Tribes and 
tribal members. First, we only work in communities where we have been invited. 
Second, we consider that all data resulting from tribal partnerships are the property 
of the Tribe; the Tribe may or may not give us permission to disseminate those data. 
Third, in addition to protecting individual identity, we do not disclose the identity 
of a Tribe unless the Tribe asks us to do so.” 

“We also have found it valuable to engage local community members in 
participatory dialog regarding their perceptions of the value of treating childhood 
trauma, what the outcomes of successful trauma treatment should look like, and 
whether there already are traditional support strategies that could be blended with 
the evidence-based trauma treatment. While some local adaptations have been pro- 
cedural (e.g., inviting students to draw a picture to supplement their oral trauma 
narrative), we also have invited local cultural experts to contribute traditional lan- 
guage and traditional healing strategies during group trauma treatment.” 

“In some communities, our early efforts to include traditional Native language 
and culture stimulated apprehensions among our tribal partners. One set of con- 
cerns involved the proprietary nature of Native language and culture. Closely linked 
were perceptions that researchers might exploit or otherwise profit from information 
shared by healers and Elders. (And because we do this work as part of our univer- 
sity employment, we cannot completely nullify this perception.)” 

“To date, no Tribe has refused our request to share results of trauma treatment. 
However, the extent to which we discuss traditional language and culture follows 
one of three protocols. Which protocol is followed is determined by Tribal Council 
decision with recommendations from Elders. In the first case, traditional language 
and healing ceremonies are made available to children and youth who choose them, 
but whether and how that occurs is not disclosed in our dissemination. In the sec- 
ond case, we report that a community volunteer with expertise in language and cul- 
ture participated in the trauma treatment program, but the intervention(s) he or 
she used are not recorded, named or described. In the third case, the traditional 
ceremony may be named and may be described. In every case, we inform the Tribal 
Council of our findings before disseminating elsewhere.” 

(Reprinted from Whitegoat, W. and van den Pol, R. 2014. Cultural adaptations 
of trauma treatments in Indian Country, CW 360 Trauma Informed Child Wel- 
fare Practice, Winter 2013, 25, 38.) 
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Response to Written Questions Submitted by Hon. Jon Tester to 
Verne Boerner 


1) Have the various telehealdt pcojfams currently in ess in many Alaska Native 
communities been utilized to address childhood trauma? If so, how? 

Response: 

Hiere is a need for more and a great need fbr sddittonal tetemental arri Klebshavioial 
health programs for most Alaska Native communities. Hie Alaska Native Health Boaid 
consulted with the Alaska Federal Health Care Access Network (AFHCAN) program 
adminiaiered by the Alaska Native Tribal Health Consortium (ANTHC). The AFHCAN 
program provides telehealth secvlcss to Alaska Natives and American hidians 
bestcEeuaries across the Stats. At this time, there is no ‘elehealtfa progran specific to 
childhood trauma within the AFHCAN system. Howev«, some tribal paitaeis ic &e 
Alaska Tribal Health System have developed their own lelemental and telebehavioral 
health programs, and created business relationships with pn)vider.s ivithin and outside of 
Alaska. Some of these programs may have a childliood traunm pre^am or protocol. A 
tfuery of each of program iadividualiy wotdd be necessary to detertEine the extent of sikSi 
programs, if any. 

Given the depth of the problem of childliood trauma among Alaska Natives, including the 
large percentage of Alaska Native youth who have been removed ftxrni their homes and 
are in fosUn care and other homes, stKh a program would be a very helpfeil addition to the 
AFHCAN system, we welcome the qBportunity to have a dtsciissioa with the Committee 
on ways to expand the capacity of tribal health and other programs to address this 
problem. 
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'Wtule there is no spedfic telehealth chitdhjaod Iratinia progiam, Alaska tribes are tralmng 
providers on method to address tranma. Therefore certain capacities and approaches arc 
already in place that c«tld be incoiporEted into a cDinprchrasive and coliBboi^vc ^proach 
that indudes telemerUal and tclebehavioial health. Sudi activities include: 

• The AFHCAN ptogtam works with the State of Alaska in multiple venues to 
Investigate the utHization of tddicallli to si^part the Sexual Abuse Response Teams 
(SART) and tlw SART nurses in providing care to vicdins of sexual abuse. 

• The ATHCAN tsduiology is shared with other IHS and Tribal health programs, ana 
is being used to docunieut abuse and trauma in multiple te^ns throughout the US, 
most recently in Montatia. 

• AFHCAN works closely with re^nnal partners, such as SouthCentrat Foundation 
(SCF), to develop tdehealth apptoachea. Foe example, more than a decade ago SCF 
and AFHCAN developed the capacity to use tsiehealth to s^port the diagnods of 
Fetal .Alcdiol Synchome by a teain of spedalists. 

The AFHCAN progcam also shared the following description of a the HlS-fbnded Alaska 
Native Epidemiology Centeris (Epicenter’s) tmuma related approach currently in place, 
undertake in conjunction with the state of Alaska programs, to specifically provide services 
to teenagers who are the victim of trauma; 

The Alaska Native Epidemialagy Cemer (EpiCenxeri proiddes health-related data 
and resourees to promote education and pi evetiti;dlve care for a variety cf issues, 
fnclBrfing danxstic and sexual violence. Epicenter str^ is adapting and helping 
implement on evidence-based and trauma-informed approach foilorerf to address 
domestic and sexual violence in Alaska. This worft comes at a critical time - the 
Alaska yicrimirotron Survey has found that 59 percent of women in Alaska Hava 
experienced physkat violence, sexttal violence or both in their lifetimes, and 
studies have also shown that Alaska's rate for childhood trauma is the highest in 
the country Epicenter sti^ offers training and technical assistance on this 
approach for Alaska health care providers and stiff at Alaska Tribal Health 
System organizations, in partnership with the State pf Alaska Family Violence 
Prevention Project Hie approach uses a discreet, wallet-sized patient safety card 
developed specifically with and for Alaska Native teenaged girls and womett 
According to ^iCenter stc^, the cards allow providers to address health and 
relationship isstfes in a manner that is more sensitive to the needs ff survivars of 
violence. It is a nonfnvtuivc approach to providing irfortnaiion about how 
relationships effect our health, one that docs not retptire satgling out individuals 
who are not ready to seek help or discuss the topic with a provider. 


“What makes This approach more confortable and effective than simply cjjb'ng 
patients questkms like 'Are you safe at home?’ is thru it focuses on building trust 
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with the patient," explained Laura Avellaneda-Cruz, m 4NTHC Epidemiologixt, 
"Providers can then offer infarmation, resources and encourage the message that 
the patient is not alone, the abuse is not her fault, and there is help. Every patient, 
whether she chooses to disclose to her provider or not, still gets to walk away with 
something useful, either to keep for herself or to share with a friend. ” 

Epicenter staff, in partnership with the State of Alaska's Department of 
Adolescent Health and Family Violence Prevention Project, is currently creating a 
gender-neutral teen sefrty card that addresses issues of importance to teens 
around Alaska, particularly Alaska Native teens. Teens from around Alaska will 
provide guidance and feedback as the card is created. Childhood hardships such 
as abuse or exposure to household violence can have lifelong and even 
intergenerational consequences. Research shows that with weU-iimed and well- 
implemented interventions, these lifelong issues can be alleviated and even 
prevented for many Alaska Native children. 

To learn more about ANTHC's EpiCenter work with trauma-informed care and the 
safety card ofgtroach, contact ANTHC's Laura Avellaneda-Cruz at (907) 729- 
2489 or at IdavelUmedacrui ®anthc. orv. Learn more cdsout the Epicenter's work 
on domestic arui sexual violence and request scfety cards at the Epicenter's 
Healthy Families' Project page, www.anthcioday.org/epicenter/kealthyfamilies. 
Learn more about the State cf Alaska's Family Violence Prevention Project at 
httB://dh'ts.ataska. sov/doh/Chronic/Pases/lnm rvPrevention/akfvoo/default. asox . 


Response to Written Questions Submitted by Hon. Mark Begich to 
Verne Boerner 


1) Ms, VetTiE Boerner - Thank you for being heie as a witness, and for your work at the 
Alaska Native Heahb Board. 

o We have heard front nomerous wimesses for dte past i2-SS inotnbs id>oiu rqiealing 
Section 910 of VAWA. 

o From yourviewpolntatANHB, wliyisthat provision issodetrimeutBl? 


A top ptiority for .Atasks Native trlbos and conimwt3:ies Is die r^t to self govern so tfiat we can 
best provide services for our people. Tribes in Aiaska aid across lire nation have long 
dCKionstrared that se1f-gtr\’emance is efiective and Efficient. Tribes have quickly built capacity 
on various new, challenging, and complex issues. TrUics run programs efficiently and are 
responsive to the cominuniiJcs. Repealing Section 910 of the Vidltnice Against Women 
Reaulhotization Act of 2013 (VAWA) provides tribes with addirional tools with which to 
address violence againsl woniEn, whicli, as you know, is of epidwaio proportion. Studies have 
shown that the health of woiueu has dimet cotielalion to the heaidi of the family and overall 
communities and my personal experience, as 1 testified, is a stark example of this. 

Tribal comnuinrties believe in taking holistic approaches and put great emphasis on restoration 
on balance and harmony. Sucli approaches when taken together rrot only affect the judicial 
system, but also the health of a community. 

The Alnska Native Health Board applauds both you and S«mtorX.isa Mtrkowslri fiir ytnir efforts 
for bringing to fruition liiB tqwa! of Screion 910 the Yiolense Against Women 
Rcauihotixation Act of 201 3 . 
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^Response to the following questions was not available at the time this hearing 
went to print* 

Written Questions Submitted by Hon. Jon Tester to 
Kana Enomoto 

Question 1. In your testimony you mention your agency recently awarded 20 Trib- 
al Behavioral Health grants to tribes to develop and implement plans that address 
suicide and substance abuse. Do you have any idea how many tribes currently have 
a youth suicide prevention plan? 

Question 2. You’ve been working on trauma with SAMHSA for over a decade now. 
What have been some of the biggest steps forward in the Agency’s efforts to address 
trauma? In your opinion, what still needs to be done within the Agency? 

Question 3. Could you briefly discuss how SAMHSA has made sure that its pro- 
grams for Native communities are culturally informed? 

Written Questions Submitted by Hon. Tom Udall to 
Kana Enomoto 

Question 1. I see value in the Tribal Behavioral Health grant program, where 
each tribe can develop and implement behavioral health interventions best suited 
for their own members. However, with 566 federally recognized tribes, 20 grants do 
not go a long way. How can SAMHSA reach more tribes with this program? 

Question 2. As research is revealing more effective tools and strategies for screen- 
ing and identifying those who have experienced historical trauma, what is the ca- 
pacity of the screeners to know how to respond and refer? 

Question 3. Are there sufficient places for treatment that these children and their 
family members (if appropriate) can/will be referred to? 

Question 4. What can be done to address the need for effective treatment as effec- 
tive screening will increase the demand for such services? 

Question 5. The services, programs and funding of IHS, SAMHSA and DoJ are 
all vital to help prevent, identify, refer and treat Native Americans and Alaska Na- 
tives for mental health and childhood trauma issues. How are these (and any other 
federal agencies) working together to coordinate efforts so that tribes benefit from 
synergy of these efforts, and that federal definitions, screening tools, practice guide- 
lines, funding streams and other aspects of these activities are coordinated, stream- 
lined, flexible and consistent federally? 

Question 6. Given the extent of the problem and the actual appropriations cur- 
rently available, what proportional increase would be required to address closer to 
90 percent of the need? 

Question 7. While biomarker and interview screening can help identify people at 
risk for behavioral health problems based on historical trauma, children re-experi- 
ence the trauma of feeling worthless when we send them to schools that are crum- 
bling and unsafe, and health clinics and hospitals that are dilapidated and out of 
date. 

Question 8. What are you doing to end this form of trauma by creating environ- 
ments that reflect the worth and value of Indian children through every encounter 
with your services? 

Written Questions Submitted by Hon. Mark Begich to 
Kana Enomoto 

Question 1. It has been noted by HHS’s Health Resources and Service Administra- 
tion that there are apx 4,000 mental health shortage areas across the country, many 
of which are in Native communities. 

Question 2. Can you talk a bit about how technology is being incorporated to close 
these gaps? 

Question 3. How effective has tele-health been in closing these national gaps? 
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Written Questions Submitted by Hon. Jon Tester to 
Hon. Robert L. Listenbee, Jr. 

Question 1. Childhood trauma is an issue that many departments are attempting 
to address. How have agencies and departments ensured adequate coordination be- 
tween initiatives? 

Question 2. DOJ, SAMHSA, and IHS mentioned using videos, hotlines, and out- 
reach publicity campaigns to address trauma prevention and treatment. How are we 
measuring “success” and effectiveness in these programs and campaigns? 

Question 3. How does the shortage of Native mental health care providers impact 
the delivery of trauma treatment services? 

Question 4. Communities often seek to integrate traditional healing practices into 
programs aimed at addressing trauma. What obstacles exist that limit or prevent 
the inclusion of such practices? 

Question 5. You’re funding evaluations in two tribal communities, including one 
in my home state of Montana with on the Rocky Boy’s Reservation. Many of our 
tribal communities in Montana have been hit hard by the sudden deaths of young 
people — through accidents, through substance use, through suicide, and through vio- 
lence. While I applaud the effort to build the body of research, how do we ensure 
that we’re actually making a difference in tribal communities? How are we meas- 
uring success in the face of such extreme and immediate need? 

Question 6. How is your office making sure that tribes have the technical re- 
sources to compete for grants — particularly for smaller tribes? 

Question 7. How are the DOJ and OJJDP’s Native trauma efforts reaching Native 
kids who live off reservation in urban communities? What resources are available 
for that population? 

Question 8. Unfortunately, the DOJ works with many Native kids who are both 
victims and victimizers. What is the DOJ doing to make sure that Native children 
held in federal prisons and institutions are receiving treatment for previously expe- 
rienced trauma? 

Question 9. In August of this year, I held a listening session on Human Traf- 
ficking in Indian Country at the Fort Peck Reservation in Montana. Although there 
have been Indian communities struggling against these heinous crimes for years, in 
my State of Montana, the uptick in the trafficking industry is has been truly dis- 
turbing. The historical trauma you mention in your testimony makes our Native 
communities even more vulnerable to trafficking. As your office funds the National 
Center for Missing & Exploited Children, I’m wondering if you can provide us some 
more information on how it is increasing coordination with tribes to provide them 
tools to combat against traffickers. 

Question 10. Much of the prosecution of trafficking crimes is under the jurisdic- 
tion of States. What type of outreach to State attorneys general and prosecutors are 
being undertaken by the Department to combat trafficking in Indian Country? 

Written Questions Submitted by Hon. Tom Udall to 
Hon. Robert L. Listenbee, Jr. 

Question 1. The services, programs and funding of IHS, SAMHSA and DoJ are 
all vital to help prevent, identify, refer and treat Native Americans and Alaska Na- 
tives for mental health and childhood trauma issues. How are these (and any other 
federal agencies) working together to coordinate efforts so that tribes benefit from 
synergy of these efforts, and that federal definitions, screening tools, practice guide- 
lines, funding streams and other aspects of these activities are coordinated, stream- 
lined, flexible and consistent federally? 

Question 2. Given the extent of the problem and the actual appropriations cur- 
rently available, what proportional increase would be required to address closer to 
90 percent of the need? 

Question 3. While biomarker and interview screening can help identify people at 
risk for behavioral health problems based on historical trauma, children re-experi- 
ence the trauma of feeling worthless when we send them to schools that are crum- 
bling and unsafe, and health clinics and hospitals that are dilapidated and out of 
date. 

Question 3a. What are you doing to end this form of trauma by creating environ- 
ments that reflect the worth and value of Indian children through every encounter 
with your services? 
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Written Questions Submitted by Hon. Mark Begich to 
Hon. Robert L. Listenbee, Jr. 

Question. Mr. Listenbee, I very much appreciate your background on the various 
DOJ programs. I see there are a handful of pilot or demonstration projects currently 
in place that sound fantastic, but that are only set up in 2 or 3 tribal communities. 
How does the DOJ envision expanding these demo projects over the next 3-5 years, 
once there is evidence-hased data showing their effectiveness? 


Written Questions Submitted by Hon. Jon Tester to 
Hon. Yvette Roubideaux 

Question 1. What does the IHS do to recruit and retain mental health providers 
that specialize in children’s mental health? 

Question 2. What is the current vacancy rate for mental health providers at the 
IHS? Please provide a detailed breakdown of the vacancies by region and position. 

Question 3. Is the current funding for children’s mental health treatment and 
youth suicide prevention sufficient? 

Question 4. You mentioned the importance of ensuring that efforts to address 
trauma in Indian Country are coordinated across agencies. How does IHS coordinate 
with other agencies, NGOs, etc., to ensure the biggest impact is made? 

Question 5. Your testimony mentioned a new comprehensive national Child Mal- 
treatment policy for IHS. When can we expect to see this new policy rolled out? 
What initiatives and changes will such a policy include? 

Question 6. How does the IHS attempt to integrate traditional healing practices 
into its mental health and trauma treatment plans? 

Written Questions Submitted by Hon. Tom Udall to 
Hon. Yvette Roubideaux 

Question 1. It has heen noted by HHS’s Health Resources and Service Administra- 
tion that there are approximately 4,000 mental health shortage areas across the 
country, many of which are in Native communities. Can you talk a bit about how 
technology is being incorporated to close these gaps? 

Question la. How effective has tele-health heen in closing these national gaps? 

Question 2. Dr. Roubideaux, in your testimony you note that IHS has had over 
15,000 tele-health substance abuse and mental health encounters in the last 5 
years. How does IHS measure the success rate of these encounters? 

Question 3. Dr. Roubideaux, you note several times in your testimony that over 
50 percent of Mental Health, Alcohol and Substance Abuse funds are transferred 
under 638 contracts to tribes/tribal organizations that run their own programs. Does 
IHS have a system in place to evaluate the success/outcomes of tribally managed 
programs? 

Question 3a. Is there a system in place that allows IHS to incorporate and design 
federally managed programs, based on tribal models that are proven to be effective? 

Written Questions Submitted by Hon. Mark Begich to 
Hon. Yvette Roubideaux 

Question 1. The services, programs and funding of IHS, SAMHSA and DoJ are 
all vital to help prevent, identify, refer and treat Native Americans and Alaska Na- 
tives for mental health and childhood trauma issues. How are these (and any other 
federal agencies) working together to coordinate efforts so that tribes benefit from 
synergy of these efforts, and that federal definitions, screening tools, practice guide- 
lines, funding streams and other aspects of these activities are coordinated, stream- 
lined, flexible and consistent federally? 

Question 2. Given the extent of the problem and the actual appropriations cur- 
rently available, what proportional increase would be required to address closer to 
90 percent of the need? 

Question 3. While biomarker and interview screening can help identify people at 
risk for behavioral health problems based on historical trauma, children re-experi- 
ence the trauma of feeling worthless when we send them to schools that are crum- 
bling and unsafe, and health clinics and hospitals that are dilapidated and out of 
date. What are you doing to end this form of trauma by creating environments that 
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reflect the worth and value of Indian children through every encounter with your 
services? 

o 



